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This book is a scientific study of sexual behavior 
in American women of various ages, educational 
levels, religious adherences, parental — back- 
grounds. The material is based on data accu- 
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4 illustrations $8.00 
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Pavert Eectroh 


all the advantages 


of Travert* / replacement of 


electrolytes, and correction 


of acidosis and alkalosis 


- * Travert 10% Solutions provide: 
twice as many calories as 5% dextrose, 
in equal infusion time, with no increase in fluid volume; 
a greater protein-sparing action as compared to dextrose; 
maintenance of hepatic function. 
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_ A DRUG OF CHOICE 


against staphylococci — because of 
the high incidence of staphylococcic 
resistance to other antibiotics, 


A DRUG OF CHOICE 


... orally against streptococcal and 
pneumococcal infections, when pa- 
tients are sensitive to other antibiotics 
or these cocci are resistant. 


A DRUG OF CHOICE 


... because it does not materially alter 
normal intestinal flora; gastrointes- 
tinal disturbances are rare; no serious 
side effects reported. 


When is ADVANTAGEOUS 


. .. because the special acid-resistant 
coating, developed by Abbott, and 


kK Q 0 C ! N * Abbott's built-in disintegrator, assure 
rapid dispersal and absorption in the 


upper intestinal tract. 


an antibiotic 


a 9? USE ERYTHROCIN 
fever, pneumonia, erysipelas, osteo- 


myelitis, pyoderma and 
other indicated conditions. Abbott 


%* Trade Mark for 
ERYTHROMYCIN, ABBOTT, CRYSTALLINE 
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But it would take about 


: that many eggs to equal 
| the 25 mg. thiamine 
i ao content of a single capsule of 
“Beminal"” Forte with Vitamin C. 
j Also included are therapeutic amounts of 
B complex factors as well as ascorbic acid 


which render this preparation particularly 
suitable for use pre- and postoperatively, 
es and whenever high B and C vitamin 


levels are required. 


Thiamine HCI (B,) . 
Riboflavin (Bz) .. . 
Nicotinamide . 
Pyridoxine HCI 
Calc. pantothenate... . . 
Vitamin C (ascorbic acid) 100.0 mg. 
Supplied in bottles of 30, 100, and 1,000. 


FORTE- 


with VITAMIN C 
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© the problem of 


Obedrin offers 4 practicable solution t 


keeping an obese patient on 4 restricted diet. 


s have found that 
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Thousands of enthusiastic physician 
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Obedrin curbs the appet 
jittery and does not cause insomnia. . 
a 
Obedrin contains enough vitamins to supplement the 
restricted diet. A large dose of vitamin C is included to | : 


help mobilize tissue fluids. 


Obedrin contains Pentobarbital, a short-acting barbit- 
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flavonoid 

compound 

with 
| vitamin C) 


to stop capillary bleeding 


. Five years of laboratory and clinical investiga- 
protects against tions establish the complete safety and value of 
capillary fragility, C.V.P. in increasing capillary resistance and * 
abnormal bleeding and reducing abnormal bleeding due to capillary ms 


vascular accidents in... fragility. 


C.V.P. provides natural bio-flavonoids derived 


HYPERTENSION from citrus sources — potentiated by vitamin C e 
DIABETES — which act synergistically to thicken the inter- 
RADIATION INJURY cellular ground substance (cement) of capillary 
walls, decrease permeability ...and thus increase 
PURPURA capillary resistance. 


RETINAL HEMORRHAGE 


each C. V. P. capsule provides: 
Citrus Flavonoid Compound*. . . . 100mg. 
Ascorbic Acid (C) . ..... 100mg. 


*(water soluble whole natural vitamin “P” complex, more 
active than insoluble rutin or hesperidin) 


Professional samples and literature Bottles of 100, 
on request. 500 and 1000 capsules. 


U. Ss. vitamin corporation Casimir Funk Laboratories, Inc. (affiliate) 
250 E. 43rd Street, New York 17, N.Y. 
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11 reasons to consider 


MANDELAMINE 
in urinary infections 


[1 ]controls most common urinary in- 
fections in 3 to 14 days.):?4 


[2] Bacteriostatic and bactericidal ac- 
tion is of approximately the same order 
as sulfonamides or streptomycin.***7 
Effective against gram-positive and 
gram-negative organisms. 


[3] Bacteria do not develop resist- 
ance.**” For this reason, Mandelamine 
is particularly suitable for chronic con- 
ditions in which permanent steriliza- 
tion cannot usually be expected because 
of an obstruction, stone, or indwelling 
catheter. In such cases, Mandelamine 
usually renders the patient asympto- 
matic. 


[4] although Mandelamine has been 
widely prescribed for more than ten 
years, no serious toxic effects, such 
as blood dyscrasias or crystalluria, 
have been reported. This lack of 
toxicity in therapeutic dosage makes 
Mandelamine especially useful in pa- 
tients who are not under close super- 
vision. The only contraindication is 
renal insufficiency. 


[5] side effects, such as nausea and 
vomiting, are rare. Mandelamine does 
not cause monilial infections respon- 
sible for diarrhea, proctitis, vaginitis, 
and stomatitis. 


[6] No risk of sensitizing the patient 
to drugs which may be life-saving in 
overwhelming infections. 


ET resistant to antibiotics 
retain their normal susceptibility to 
Mandelamine.*” 


Can be given concurrently with an- 
tibiotics or sulfonamides. In virulent 
infections accompanied by high fever, 
antibiotics or sulfonamides may exert 
a rapid antibacterial effect and reduce 
the fever. Continued therapy with 
Mandelamine usually brings the infec- 
tion under control, while avoiding the 
expense and possible untoward effects 
of prolonged use of antibiotics or 
sulfonamides. 


[9] No supplementary acidification re- 
quired (except in presence of urea- 
splitting organisms which are respon- 
sible for only a small percentage of 
urinary infections). 


Regulation of diet or fluid intake is 
unnecessary. 


ADULT DOSAGE: 3 to 4 tablets t.i.d. 
CHILDREN: in proportion. 
0.25 gram enteric coated tablets, bottles of 120. 


1. Beckman, H., and Tatum, A. L.: Wisconsin M. J. 51:185, 
1952. 2. Carroll, G., and Allen, H. N.: J. Urology 55:674, 


1946. 3. Kirwin, T. J., and Bridges, J. P.: Am. J. Surgery 
52:477, 1941. 4. New and Nonofficial Remedies, A.M.A., 
1952. 5. Seudi, J. V., and Duca, C. J.: J. Urology 61:459, 
1949. 6. Scudi, J. V., and Reinhard, J. F.: J. Lab. & Clin. 


Med. 33:1304, 1948. 7. Duca, C. J., and Scudi, J. V.: Proc. 
Soc. Exper. Biol. & Med. 66:123, 1947. 8. Schloss, W. A.: 
Connecticut M.-J. 14:994, 1950. 9. Knight, V., and others: 
Antibiotics & Chemotherapy 2:615, 1952. 


NEPERA CHEMICAL CO., INC. 
Pharmaceutical Manufacturers 

Nepera Park, Yonkers 2, N. Y. 

“Mandelamine” is a registered trademark of Nepera 
Chemical Co., Inc. for its brand of methenamine mandelate. 
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Since cutaneous bacterial infections 
“probably account for more disability than 
any other group of skin diseases,””' the 
availability of broad-spectrum Terramycin 
has been particularly helpful in controlling ane 
these common disorders. This pure, well- is 
tolerated antibiotic is markedly effective 
against the wide range of organisms often 
implicated as primary or secondary patho- 
gens in skin disease. Successful clinical 
experience*** in the treatment of impetigo, 
furunculosis, acne, pyodermas, erythema 
multiforme and other cutaneous infections 
recommends the selection of Terramycin 
as an agent of choice in common diseases 
of the skin. Terramycin is supplied in such 


convenient forms as Capsules, Tablets — 
(sugar coated ) , Oral Suspension (flavored ), 

new Pediatric Drops, and Ointment i 
(topical), as well as other dosage forms for z 


oral, intravenous, and topical administration. ee 


1. Bednar, G. A.: South. M. J. 46:298 (March) 1953. 
2. Wright, C. S., et al.: A. M. A. Arch. 
Dermat. & Syph. 67:125 (Feb.) 1953. 
. Robinson, H. M., et al.: South, M. J. (in press). 
. Andrews, G. C., et al.: J. A. M, A. 146:1107 (July 21) 1951. 


‘Terramycin 


BRAND OF OXYTETRACYCLINE 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, N.Y. 
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EFFECTIVE THERAPY this, 
the largest group of hypertensive 


@ Rauwiloid offers an effective means of treating mild and moderate hyper- 
tension, without subjecting the patient to the hardship and discomfort 
attending so many other drugs employed for this purpose. 


@ Produces a calming, tranquilizing effect, without the drowsiness so frequently 
observed with barbiturates. 


@ May be given for long periods without loss of therapeutic efficacy; toler- 
ance has not been observed. 


@ Lowers blood pressure presumably through central action; does not lead to 
postural hypotension attending the sympathetic blocking agents. 


@ Relieves associated symptoms; no dosage determination problem. 


@ Rauwiloid rarely produces side actions, hence patients need be seen only 
at long intervals. Patients on Rauwiloid are more comfortable, feel better, 
and are more cooperative. 


obtained ftom 


ly 
Rouwi 
on preser 
acies in | 
2 mg. ec 
oid in b 
ottle repre 
onth’s sup 


bliograp 


15 
|. 4 
D 
a 
UA 
“eee... 
a> 
us \ 
at last... | 
| 
| 
W., an 
of Rauwol 
tnsive Pati 
Med. 248° 
BROW; Ju 
Pr 
on Rauwol 
ensive Pati 
Cardiovas 
Artenal Hy 
37.1144 
R J: Clini 
Serpentir 
esion, Bri 
es, 
the Tre; 
perlension, 
(Apr.) 
SL and 
of Hyper 
press. 


ly 


for the long-time management of 
mild or moderate hypertension, with 


_@ Clinically, Rauwiloid produces (1) mod- 


CONTROL OF ASSOCIATED SYMPTOMS 


rarely seen with Rauwiloid. 


Rauwiloid represents an alkaloidal fraction @ The hypotensive action of Rauwiloid is 

obtained from the tropical plant Rauwolfia slow in developing, and may not attain its 
serpentina; it is generically designated the maximum effect for weeks or even months. : 
-alseroxylon fraction. However, the ability to lower blood pressure 5, 
is limited, regardless of dose. ‘ 
e Each batch of extract is tested in dogs for » Rauwiloid is not ganglionic or adrenergic i 
its effectiveness in producing drop in blood ~ blocking and does not interfere with postural . 
pressure, bradycardia, and sedation. reflexes. Even at several times the therapeu- : 
tic dasage, undesirable side actions are “ae 


erate drop in blood pressure, (2) desirable, 
mild bradycardia, (3) an appreciated calm- 
ing influence, and (4) prompt relief of head- 
ache, dizziness, and other symptoms. 


e The initial dose of Rauwiloid is 4 mg. (2 
tablets) once daily, until the desired effect 
is achieved; thereafter the maintenance dose 
is one 2 mg. tablet daily. 


THE ADVANTAGES CARRY OVER IN THE 
TREATMENT OF SEVERE HYPERTENSION WITH 


Rauwiloid 


e The calming influence of Rauwi'oid 
enhances tolerance for Veriloid, mak- 
ing it possible for patients to obtain 


Ravwiloid is avail- 
o prescription at all 
aes in bottles of 60 
2mg. each; Rauwiloid 
oid in bottles of 100. | 


e The characteristic effect of Rauwi- 
loid is retained when a more potent 
hypotensive agent such as Veriloid is 
concurrently given. Clinical evidence _ striking reduction of blood pressure — 
— that synergistic potentiation from lower doses of Veriloid. 8 
res 
Insevere or resistant hypertension, The average dose of Rauwiloidt — 
 Rauwiloid + Veriloid provides the Veriloidis one tablet three times daily, 
more potent hypotensive action ideally‘after meals, at intervalsofnot 
needed. The combination produces _less than four hours. Each tabletcon- — 
Outstanding and tains 1 mg. of Rauwiloid and 3 mg. 
improvement. of Veriloid. 
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For prompt control of infection of 
CUTANEOUS ULCERS: FURACIN 


BRAND OF NITROFURAZONE N.N.R, 
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To prevent bacterial interference with healing : 


FURACIN SOLUBLE DRESSING 


1 2 
In a woman aged 47 years, chronic varicose ulcers Some advantages of Furacin: 
had proven refractory to rest, elevation of the leg, + wide antibacterial spectrum 


compresses and diverse topical applications. There 
was profuse discharge with M. pyogenes aureus, 
Str. pyogenes, Ps. aeruginosa (Fig. 1). 
_ Following application of Furacin Soluble Dress- Formula: Furecin preparations coatsia 
ing, there was rapid diminution in drainage and Furacin® 0.2% in water-miscible vehi 
the ulcers soon showed a clean granulating surface. cles which dissolve in exudates. 

Skin grafting was then performed and Furacin 
Soluble Dressing used postoperatively. 

Two months later the patient was discharged. Literature on request ischar 
(Fig. 2). Healing was complete two weeks later. 


* designed for external use only 
negligible toxicity for human tissues hy 
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“Vaginal leukorrhea” due to Trichomonas vaginalis is described' as “one of our ie 
truly nuisance diseases,” being present in one out of five women, yet many a ee 
woman still hesitates to discuss leukorrheal discharge with her physician. 


‘hysiologic Floraquin* Therapy in Leukorrhea 


lany a woman also is discouraged because the Active treatment with Floraquin should be con- 
charge reappears? time after time, even after tinued‘ through at least two or three menstrual 


N apparent cure of weeks or months. periods to assure successful cure. 


It is available as powder and vaginal tablets. 
Treatment’ has a twofold purpose: To destroy 
1. Savage, M. B., in discussion of Davis, C. H., and Grand, C. G.: Trich- 


the trichomonads and to keep the vagina dry. omonas Vaginalis Donné: An Evaluation of Experimental and Clinical 
7 i Data, Am. J. Obst. & Gynec. 64:544 (Sept.) 1952. 

Oraquin, with 1ts acid and sugar content, main- 2. Upton, J. R.: Symposium: Certain Aspects of Office Treatment in 
c P Obstetrics and Gynecology: Trichomonas Vaginalis Vaginitis, West. J. 
ns a normal vaginal pH of 3.8 to 4.4 and en- Surg. 60:222 (May) 1952. 
by 3. Kleegman, S. J.: Treatment of Trichomonas Vaginitis, GP 6:49 

urages the growth of the normal Déderlein (Aug.) 1952. 
bacilli d 4. Kanter, A. E.: The Recognition and Treatment of Vaginal Lesions, 

1! and secretions, Postgrad. Med. 12:457 (Nov.) 1952. 
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sombulex® js an wnusual barbiturate 


because it works within 15 to 30 minutes and leaves the bloodstream 
within 3 to 4 hours, thus avoiding the danger of hangover for 
bs patients who do not need heavy barbiturate action. 


When the stresses and strains begin to tell 


..when the mind won’t let the body rest, and patients ' 
complain for the first time...““Doctor, I can’t get to sleep”... aid 
‘——"_ SOMBULEX is the prescription of choice for these be 
first-time barbiturate patients. For them, | or 2 tablets i 
taken with water or a warm beverage usually suffice 

to induce a night’s refreshing sleep without hangover. 
Patients will not readily identify SOMBULEX as a barbiturate. 


MEN, \/ 
\\. 


The unusual uses of sombulex 


Because of its rapid yet nonpersistent action, 1 SOMBULEX — 
Tablet will help restore interrupted sleep without subsequent 
hangover, or permit a relaxing cat nap before a busy evening. 

One SOMBULEX Tablet also will help the new night-shift worker 
adjust to a daytime sleeping schedule. NOTE: The action of 
SOMBULEX may be too short lived for the patient already dependent 
upon long-acting barbiturates. SOMBULEX is supplied 

in bottles of 100 tablets, each containing 0.26 Gm. (4 gr.) 
N-methyl cyclohexenyl methyl barbituric acid, Schenley. 


SCHENLEY LABORATORIES, INC. schenley 


© Schenley Laboratories, Inc. “Trademark of Schenley Laboratories, Inc. 
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prevalent in f 
and infections \ 


Solubility of free (nonacetylated) ELKOSIN ?/ 
(Solubility degeffninations made with the free 
amide C. in normal human 


high solubility where it counts 


in the acid pH range 
so prevalent in fevers 
and infections 

alkalis not needed 


ELKOSIN: 


SULFADIMETINE CIBA 


a new advance in sulfonamide safety 


tablets 0.5 Gm., double-scored. Bottles of 100 and 1000 
suspension in syrup ().25 Gm. per teaspoonful (4 ce.). Pints. 


1. Ziegler, J. B.; Bagdon, R. E., and Shabica, A.C.: To be published. 


Ciba 


14 

ELKOSIN 254 mg. % acid range so 

pH 6.0 common in persens in normal health : 
> 


In each tablet: 
Methyltestosterone 
Ethinyl Estradiol 


WARREN-TEED 


TESTEED 


Optimal hormonal and metabolic response 
...Minimized side effects...marked 


Glimocteric and other En- 
_docrine Abnormalities in both sexes. 
Osteoporosis and Fractures in the 
Aged... encourages retention of 
; calcium to avoid bone — and 


assical Treatment for 
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Anytime... 


Anywhere... 


Gratifying Relief 


Promptly 
and Safely 


Whenever frequen 
pain, burning, or 


urgency occur— 


wherever the patient wae . 


the safe, local analgesic action of Pyripium promptly 
relieves these distressing urogenital symptoms 

due to cystitis, prostatitis, urethritis, or pyelonephritis. 
Convenient, oral dosage is compatible with antibiotics 


or other specific therapy. Y D lJ M° 


(Brand of Phenylazo-diamino-pyridine HCI) 


Pyripiws is the registered trade-mark of M E RC K & Ce. INC. 


Nepera Chemical Co., Inc. for its brand of 
phenylazo-diamino-pyridine HCl. Manufacturing Chemists 
Merck & Co., Inc. sule distributor in the U.S, 
RAHWAY, NEW JERSEY 
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FOR A SMOOTH “LIFT” 
WITHOUT TENSION 


Amvicel 


(STUART) 


the outstanding antidepressant 


® Provides a balanced combination of dextro-amphet- 
amine sulphate and phenobarbital for a smooth 


“es lift without tension or nervous stimulation 
Helps dispel patient's feeling of chronic fatigue 
Helps counteract depression, irritability and tension 
4 t © Helps relieve pre-menstrual and pre-natal tension 
or depression 


¢ Vitamins and minerals provide protective amounts 
of important nutrients 


Low in cost to patients — approximately 
4¢ per capsule 


DOSE: 1 to 3 capsules daily. 


When obesity is not a problem 
prescribe after meals. 


For obesity control prescribe 
‘2 to 1 hour before meals. 


* Vitamins: A, 1700 USP units; D, 1/0 USP units; 
C, 25 mg.; By, 1 mg.; Bz, 1 mg.; Niacinamide, 10 
mg.; Bs, 0.15 mg.; By2, 1 meg.; Calcium Pantothen- 
ate, 1.5 mg. Minerals: Calcium, 40 mg.; Phosphorus, 
30 mg.; Iron, 3 mg.; Copper, 0.25 mg.; lodine, 0.05 
mg.; Cobalt, 0.167 mg.; Manganese, 0.33 mg.; 
Zinc, 0.1 mg. 


ins? 
ONE capsuLe nin? 
5 mg. Dextro Amphe 
Sulphate 

200 mg 


9 Vitamins and 
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THE STUART COMPANY + PASADENA 1, CALIFORNIA 
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COMPLETENESS, POTENCY 
AND COST TO PATIENT 


2 tablets t.i.d. provide: 


Ferrous Gluconate. . . 
Copper Sulphate.....................15 mg. 


USP Crystalline 
'2 B12 Concentrate 


Thiamin Chloride. ..... 


Pyridoxin Hydrochloride 
Liver (desiccated) 


DOSE: 1 OR 2 TABLETS T. I. D. 


LOW IN COST TO PATIENT 
Approximately 34¢ per tablet 


Also Available: 


STUART HEMATINIC with Folic Acid and By2 
STUART HEMATINIC FORTIFIED 
STUART HEMATINIC LIQUID 


THE STUART COMPANY + PASADENA 1, CALIFORNIA 
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Gastric Substance...................120 mg. 
<a 
BSTANCE 
Calcium Pantothenate.................10 mg. OMPLEX 
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diarrhea... 


Kaope ctate 


Trademark Reg. U.S. Pat. Of. 


in an aromatized and carminative 
vehicle 


Available in bottles of 10 oz. and 
gallon 


The Upjohn Company, Kal Michigan 
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theobromine therapy 


in its most efficient form 


Each tablet contains: 
for Theobromine salicylate . . 6 grains 


Calcium salicylate . . . . 1 grain 


relief Phenobarbital . . . . . 4 grain 


BETTER ABSORBED, 
because of the high solubility 

vs li of theobromine salicylate in the 

small intestinal pH! range. 


BETTER TOLERATED. since 
the reduced gastric solubility 
provided by calcium salicylate 
minimizes gastric irritation. 


For dependable coronary dilation, 
myocardial stimulation, 

diuresis and sedation in 
hypertension, angina pectoris 
and following coronary occlusion, 
the average dose is | tablet 
three or four times daily. 

T CS is nontoxic and 

free of side effects—even on 
prolonged administration. 


TCS is supplied in bottles of 
50 and 250 tablets. 


39> Poythress 


WM. P. POYTHRESS & CO., INC., RICHMOND 17, VIRGINIA 
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Vacations are 
fun but 
DIARRHEA isn't 


When vacations are too carefree— 
when health precautions are neglected 
and contaminated foods or water cause 
specific or non-specific diarrhea— 
prescribe CREMOSUXIDINE. 


Sulfasuxidine® Suspension with Pectin and Kaolin 


An enteric bacteriostat ¢ Relatively 
nontoxic ¢ Consolidates fluid stools « 
Adsorbent and detoxifying * Sooth- 
ing ¢ Palatable, chocolate-mint flavor 


Dosage: Adults—1'4 to 2 tablespoonfuls 6 times daily. Infants and 
Children in proportion. May be added to infant’s formula. 


Supplied in 16 oz. Spasaver® bottles. 


Division of Merck & Co., Inc. 
Philadelphia 1, Pennsylvania 
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Wherever it itches 


Retafen 


brings relief... 


Antipruritic, 
antibacterial, antifungal— 

RETAFEN acts promptly to provide 
effective relief from the nagging torment - 
of itching, soothes and protects inflamed 
and irritated tissue, and guards against 
infection of open lesions. 
RETAFEN Ointment combines 


hexachlorophene, phenol, resorcinol, 


oil of tar rectified and zinc oxide in a 


polyethylene glycol base— 


greaseless and non-staining. 
Supplied in 1 ounce tubes 


and 37/4 ounce jars. 
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when the patient asks 


“What douche 


should I use, alt 
Doctor?” 


In answer to questions about douching you can is pleasant and refreshing to the patient .. . 
recommend Meta Cine with complete confidence and deodorizing. 


BECAUSE META CINI has a surface tension of 56 dynes/em as com- 
pared to 72 dynes/cm for the usual vinegar douche. 


is a safe, soothing douche (pH 3.5) containing 
methyl salicylate, eucalyptol, menthol, chlorothy- '. is economical . . . only two teaspoonfuls to two 
mol and PAPAIN to liquefy mucus. CITRIC ACID — quarts of water . . . supplied in eight-ounce con- 
to help restore the proper acid pH, discourage _ tainers. 


pathogenic ‘organism, promote normal vaginal » is useful as a routine, cleansing douche, as an - 
flora, LACTOSE to feed the physiologic Doderlein —_ adjuvant when treating leukorrheal infections, and 
bacilli. following cervical cauterizations and conizations. 


UPON YOUR REQUEST a free supply of instruction sheets will be sent for 
your convenience in advising patients on the correct douching technique. 


BRAYTEN PHARMACEUTICAL COMPANY, 9910 st. Elmo Avenue, Chattanooga 9, Tennessee 
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when resistance develops in penicillin therapy... 


CARBOMYCIN 


Effective against penicillin-resistant staphylo- 
coccal, enterococcal and other streptococcal 
infections. 

A new antibiotic agent for selective use in the 
practice of medicine today. 


Well-tolerated Magnamycin is supplied in sugar 
coated tablets of 100 mg., bottles of 25 and 100, 
and 250 mg., bottles of 16. 


Pfizer PFIZER LABORATORIES, Brooklyn 6, N. ¥. 
Division, Chas. Pfizer & Co., Inc. 
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Antidiarrheal 


, diarrhea is encountered, whether in 
adults, children or infants, and regardless of 
severity, Arobon is profitably employed as the 
basic medication. Prepared from specially proc- 
essed carob flour, Arobon provides generous 
amounts of naturally occurring pectin, lignin, 
and hemicellulose. These complex carbohydrates 
exert the very actions required for prompt control 
of diarrhea: They are demulcent, adsorbent, 
soothing, water-binding, antiputrefactive. 


In simple diarrhea of adults, infants and 
children, Arobon usually suffices as the sole 
medication. In infectious diarrhea and the dysen- 
teries, it is a valuable adjuvant to specific therapy. 
Arobon is safe, devoid of side actions, and does 
not interfere with nutrient absorption. 


Simple to Prepare Arobon is simply prepared: The powder is merely 
stirred into milk or water, forming a highly 
palatable drink. Suggested doses: for children 
and adults, 1 to 2 level tablespoonfuls in milk or 
water; for infants, 2 to 4 level teaspoonfuls boiled 
in water. Although containing no chocolate, 

the resulting mixture has a 

palatable, chocolate-like taste 

acceptable to all patients. 


AROBON 
is supplied in 5 ounce 
jars and is available 

through all pharmacies. 


THE NESTLE COMPANY, INC., WHITE PLAINS, NEW YORK 
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frequently affords 


more profound, 


more prolonged 


relief with 


fewer side-effects 


Pulvules No. 336 
CO-PYRONIL 
(Pyrrobutamune 


pound, Lilly) 


than any other 


known 


antihistaminic. 
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*'Co-Pyronil’ (Pyrrobutamine Compound, Lilly) 
Dosage 
Mild 1 pulvule every 

twelve hours. 


Moderate symptoms: 1 pulvule 
every eight hours. 

Severe symptoms: 2 pulvules 
every eight hours. 
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Thephorin is a potent antihistamine 
basically different in structure 
from all other antihistamines -- 
different also in its action -- it 
usually relieves allergic symptoms 
without drowsiness. Out of more 


than 2000 patients treated with 


Thephorin, 97% were alert and wide 


awake during therapy. 
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Over 79% of 859 patients suffering 
from hay fever were relieved by 
Thephorin® This daytime anti- 
histamine usually provides conven- 
ient control of allergic symptoms 
without drowsiness. Available in 
10-mg and 25-mg tablets, plus 


anise-flavored syrup. 
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Contains one gross of one size Blades on 4 Racks 


RACKS with any size Blades fit the RACK-PACK Stana 


A package is known by the COMPANY it keeps... 


This B-P RACK-PACK 
of RIB-BACK SURGICAL BLADES 


is convincing proof! Just as you can depend upon RIB-BACK Blades to give you 
maximum cutting efficiency—you can rely on the RACK-PACK package to really 
save TIME and LABOR jor your O.R. Personnel. 


NO wrapping of individual packages 
NO removing of individual blades 
NO handling or racking of individual blades 


The RACK-PACK fully protects the perfect cutting edges from damage in shipping, 
storing and pre-operative handling. V.P.I. rust inhibiting liner prevents corrosion. 
Blades already on RACK . . . ready for sterilization “in a matter of seconds.” AND 
—it costs the same as conventionally packaged Blades. 


Ask your dealer to show you a B-P RACK-PACK today. 


BARD-PARKER COMPANY, INC. Danbury, Connecticut 
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Calpurate™ is the chemical compound 
theobromine calcium gluconate. 
It possesses remarkable freedom from 
gastric irritation, and is thus well-suited 


to long-term management and prophylaxis. 


MALTBIE LABORATORIES, INC., NEWARK 1, N. J. 


Usual adult dose 


te ® of Calpurate (500 mg.) 
‘ is 1 to 2 tablets t.i.d. 
following meals. 


*a myocardial stimulant and coronary dilator 
as well—valuable for trouble-free, prolonged cardiac 
therapy. Also, in hypertension, Calpurate (500 mg.) - 
with phenobarbital (16 mg.) is particularly valuable 
to relieve stress and improve circulatory efficiency. 
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RAPID 
PROLONGED antacid action 


without unwanted side effects 


ALUDROX* 


Aluminum Hydroxide Gel with Magnesium Hydroxide 


TABLETS SUSPENSION 
Pleasantly flavored for continued patient acceptance 
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3 Vol. 46 No. 8 27 
3 \ \ ( 
‘ 
| AY 


28 SOUTHERN MEDICAL JOURNAL August 1953 Vol. 


acetylaminohydroxy phenylarsonic 
acid... 


an unusually powerful, well tolerated protozoacide — 
is particularly active against Trichomonas vaginalis and has given 


excellent clinical results in the eradication of Trichomonas vaginitis. 


Combined with a 


carbohydrate and boric ® 
acid, this potent ¥ a i 
agent is available as... 


Powder for office insufflation 
(10 Gm. vials and 1 oz. 

and 8 oz. bottles). 
Tablet-inserts for home use 
(boxes of 25 and 250). 


Devegan, trademark reg. U. S. & Canada 
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new preparation... 
clinically accepted 
... for lowering 
blood pressure 


in both benign VER ALB A* 


and malignant 
H Y Pp E R T E N S | O N ...chemically standardized by an 


(1) Crumpton, C. W. et al.: J. Pharm. & 
Exper. Therap., 106:378 (Dec.) 1952. 
(2) Currens, J. H. et al.: Abstract, Pro- 
gram American Heart Assn., April 18-19, 
1952. (3) Meilman, E., and Krayer, O.: 
Circulation 6:212 (Aug.) 1952. (4) Hoob- 
ler, S. W. et al.: Ann. Internal Med., 
37:465 (Sept.) 1952. (5) Smirk, F. H., 
and Chapman, O. 
43:586 (April) 1952. (6) Nash, H. A., 
and Brooker, R. M.: J. Am. Chem. Soc. 
75:1942, 1953. 


An important \ 


SOUTHERN MEDICAL JOURNAL 29 


[Brand of Protoveratrines A and B 


original Pitman-Moore assay.” 


W.: Am. Heart J., 


A 


Recent clinical investigations‘ show that protoverairine 
produces a significant decrease in systolic and diastolic blood 
pressures. With adequate dosage, this well-tolerated veratrum 
derivative can often maintain blood pressure near normal levels 
indefinitely,‘?) and alleviate such symptoms as headache, in- 
somnia, delirium, dizziness, and blurred vision. 


The effective dose of protoveratrine for the individual patient 
can usually be readily established with Veralba Tablets. Their 
chemically-standardized protoveratrine content is highly constant in 
potency . . . permitting the careful estimation of dosage essential 
for optimal results from protoveratrine therapy. 


Veralba is supplied as 0.2 mg. and 0.5 mg. grooved tablets, in 
bottles of 100. 


*Trademark 


Pharmaceutical and biological chemists 


PITMAN-MOORE COMPANY INDIANAPOLIS 6, INDIANA 


Division of Allied Laboratories, Inc. 
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to overcome § 


@ Provides the recognized sedative action of phenobarbital 


complementing 
@ the antispasmodic effect of belladonna alkaloids 


Four dosage forms fer individualized therapy 


Phenobarbital Belladonna 
Alkaloids 


‘BELBARB*® fTobiet /1 
per tablet 


BELBARB Tablet /2 
per tablet 


ELBARB Capsules 
per capsule 


Bottles of 100, 500, 
and 1,000 capsules — 


BELBARB Elixir 
per fluidrachm (4 cc.) 


Bottles containing 6 
fi, oz., 1 pt.,and I gal. 


min. 


EFFECTIVE... SAFE...SPASMOLYSIS AND SEDATION 


Literature and samples on request. 


CHARLES C. 


RICHMOND, 
"Trademark of Charles C. Haskell & Co., Inc. 


HASKELL 
VIRGINIA 
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Xanthoma. Subject lighted to show a 
protuberant character of tumor. 


To present your findings brilliantly 
...with great new flexibility 


If yours is a project or a subject where con- film and a competent, high-quality projector. 
tinuity is vital—surgery for example; if you Everything you want—with a Koda- 
have showings to be made before large as well scope Pageant Sound Projector, 16mm. It 
as small audiences, sometimes by yourself, projects sound or silent film, takes reels up 
sometimes by others—you'll require 16mm. _ to 2000 feet. It is compact, light—1534 x 13 x 
104 inches—weighs only 32!2 pounds; is 
easy to set up and operate; provides brilliant 
projection even in a large hall—a 2-inch, 
f/1.6 lens, for example, produces a 6-foot- 
wide screen image at 32 feet. 

Sound is wide-range, undistorted, making 
speech crisp and intelligible. Connection for 
plugging in accessory microphone permits 
narration. 

“Lubricated for life’ bearings need no 
oiling. Runs cool and quiet. Price, $400, 
subject to change without notice. 


For further information see your photo- 
graphic dealer or write direct. 


EASTMAN KODAK COMPANY 
Medical Division, Rochester 4, New York 
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LACTINEX 


TABLETS 


Con 
of 


LACTINEX 
TABLETS \ a 


For gastrointestinal disturbances, par- 


ticularly diarrhea, including those 


resulting from antibiotic therapy. 


‘Lactinex’ Tablets contain a standardized 
viable mixed culture of Lactobacilli acidophilus 
and bulgaricus. 


‘Lactinex’ Tablets are highly effective in re- 
establishing normal physiology in gastrointes- 
tinal disturbances when prescribed in dosages 
of 2 to 4 tablets three or four times a day with at 
least one half glass of milk. 


Supplied in bottles of fifty tablets. 


AW) 
HYNSON, WESTCOTT & DUNNING INC. Baltimore 1, Maryland 
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THE MECHANISM OF CARDIOSPASM* 


By JouHN TILDEN Howarp, M.D. 
Baltimore, Maryland 


Call cardiospasm by any of its synonyms, 
achalasia of the cardia, preventriculosis, 
mega-esophagus, idiopathic dilatation of the 
esophagus, simple ectasia if you wish; but 
recognize it as a disorder of the lower gullet 
with a prolonged subacute functional ob- 
struction just above the stomach and with 
dilatation above the obstruction. Cardio- 
spasm must not be confused with diffuse 
spasm of the lower esophagus, a condition 
in which there is dysphagia without dilata- 
tion of the gullet and a characteristic roent- 
gen picture of lower esophageal irritability. 
And it should be recognized that the tran- 
sient lower esophageal dysphagia associated 
with emotional states should be called spasm 
at the cardia rather than true cardiospasm; 
in spasm at the cardia the gullet does not 
dilate above the obstruction. 

The synonyms of cardiospasm may be di- 
vided into those descriptive of its anatomical 
abnormality and those implying a knowledge 
of the cause of the condition. In the first 
group one may place the terms mega-esopha- 
gus, preventriculosis, and simple ectasia. 
Then in the second group will go achalasia 
of the cardia, hiatal esophagismus, idiopathic 
dilatation of the esophagus, phrenospasm, 
and cardiospasm itself. 


Let us inquire briefly into the normal 
anatomy of the esophagus and then into the 
pathological anatomy of cardiospasm. For 
our purpose the gullet may be divided into 
two parts. The upper one-third reaches 
from the constrictors of the pharynx to the 
aortic arch and its musculature is of the 
striped variety. The lower two-thirds extends 
from the arch of the aorta to the stomach and 
its muscle is of the smooth type. The upper 


*Read in Section on Gastroenterology, Southern Medical 
Association, Forty-Sixth Annual Meeting, Miami, Florida, 
November 10-13, 1952. 


segment is controlled in its activity by the 
recurrent laryngeal nerves and the lower 
segment is supplied by fibres from the vagi. 
Oddly enough, sympathetic innervation of 
the gullet is very meagre except in the last 
few centimeters above the cardia.1 The beau- 
tiful work of Lendrum! has shown that there 
is no anatomic sphincter at the cardia. And 
yet we know that a physiologic valve action 
is usually present there. From the literature 
I gather that the sphincteric action is the re- 
sult of the angle at which the esophagus 
enters the stomach plus the possible constrict- 
ing effect of some of the oblique gastric mus- 
cle of the stomach near the cardia.!- And I 
am inclined to believe that there is some- 
thing to the idea that the diaphragm has a 
kind of pinchcock action in the normal car- 
dia and that it helps to make it act as a 
valve. In cases of shortened esophagus and 
of hiatal hernia in which the esophagus is 
not strikingly kinked I find that the cardia 
is usually incompetent. It generally acts as 
a valve again when the stomach is placed 
beneath the diaphragm by the surgeon. 


What I know of the pathologic anatomy of 
cardiospasm is what I have read about it or, 
better, what I have seen at the operating 
tables of my surgical confréres. In a patient 
with cardiospasm the surgeon shows me a 
narrowed area in the lower esophagus, an 
area which does not dilate under anesthesia 
as ordinary reflex spasm does. This is from 
4 to 6 cm. in length and the operator can 
find no apparent reason for the constric- 
tion; the wall of the lowermost esophageal 
segment is not thickened; there is no evi- 
dence of inflammation about it; it is not 
generally fibrous. (In patients who have 
had several dilatations with resultant tear- 
ing of the muscle of the esophageal wall fi- 
brosis could easily be found, I suppose.) 
There are no kinking or obstructing adhe- 
sions in this lower segment of gullet. In 
short, no cause for the narrowing is apparent. 
And the gullet above the constriction is di- 
lated. It usually has a thickened musculature, 
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though, if the dilatation is very great, it may 
occasionally be thin walled. 

What has happened to explain these 
changes of cardiospasm? Nothing which we 
can demonstrate except that Rake,? Lend- 
rum,' Cameron,? Mosher and McGregor,* 
Etzel,> and others have found that the gan- 
glion cells of the myenteric plexus of the 
lower esophagus have disappeared or almost 
disappeared. This loss of ganglion cells is 
found in the dilated portion of the gullet 
(the sac) as well as in the narrowed portion 
which seems to produce the obstruction. On 
this pathological finding the theory of acha- 
lasia (failure of relaxation) was promulgated 
by Hurst and Rake® in 1930, though Dr. 
Hurst and others had entertained that con- 
cept for many years previously. Hurst felt 
that the cardia had a dual nerve supply; the 
sphincteric action there was actively relaxed 
by the vagal ganglia and, when these were 
destroyed, the unopposed sympathetic fibres 
to the lower esophagus caused the cardia to 
retain its tone and to remain “achalasic.” 
Simply expressed, he believed that there was 
a paralysis of the vagal opening mechanism. 

All that I have said is well known and it 
is, I think, generally accepted as fact by 
physicians. Dr. Alvarez? has said that an 
imbalance between the sympathetic and para- 
sympathetic systems probably does not have 
too much to do with cardiospasm since de- 
nervating the gullet surgically does not really 
produce the condition of cardiospasm. We 
must remember, however, that a high vagot- 
omy may give transient dysphagia. 

Lendrum! quotes several workers who have 
asserted that the cardias in patients with car- 
diospasm are no more firmly closed than 
they normally are. Their concept was that 
the dysphagia resulted from paralysis of the 
esophagus so that its function of forcing food 
into the stomach was not exercised. That 
has seemed to me to be in part an attractive 
theory and, if it is true, the failure of the 
esophagus to push food downward may not 
be the result of a weak esophageal wall, for 
usually the muscular coats of the lower gullet 
in cardiospasm are found to be hypertro- 
phied. The failure of esophageal propulsion 
must be the result of incoordinated contrac- 
tion and this could be explained satisfactorily 
by the finding, an actual finding, of a de- 
generated Auerbach’s plexus in the lower 
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gullet. But my experience with patients 
having cardiospasm makes me skeptical of 
the idea that their cardias are no tighter than 
normal. They are certainly abnormally re. 
sistant to my probing. Crump, Flood, and 
Hennig® have investigated their patients with 
cardiospasm by passing a stiffened stomach 
tube through the obstructed lower esophagus. 
They observed more palpable resistance at 
the cardia in patients with cardiospasm than 
in persons whose function of swallowing was 
normal. This did not give way to greater 
pressure more easily than to lesser pressure. 
It appeared that the cardia relaxed in_ its 
own time and allowed the tube to enter the 
stomach. They expressed the belief that the 
cardia was in tonic contraction. 


What is the testimony of patients with the 
condition? You will agree, I feel quite cer- 
tain, that to one who has cardiospasm it is, 
subjectively at least, a spasm. An English 
surgeon® said a few years ago that he had 
suffered from cardiospasm from the age of 
29 until the time of his report, and he was 
then 57. On swallowing he felt that food 
stuck half-way down the esophagus and it 
was forced on by drinking water copiously. 
There was a sensation that the esophagus 
would burst; suddenly the cardia would relax 
and food would pass into the stomach. This 
patient had learned to drink cold water to 
flush his gullet, since, when the sensation of 
cold reached his stomach he could be certain 
that the food had passed through. In his 
experience swallowing was accomplished 
more successfully when standing than when 
sitting. He used Hurst’s mercury-filled 
bougies to dilate his own cardia and he felt 
that these were gripped by the so-called 
sphincter there when they were withdrawn. 
From his own sensations, he believed that 
cardiospasm was a true spasm. And most of 
my patients with the condition confirm this 
concept. But perhaps things are seldom 
what they seem. 

The recent balloon studies of the cardio- 
spastic gullet by Kramer and Ingelfinger’® 
have been of the greatest importance in form- 
ing a concept of the mechanism of cardio- 
spasm. As you may know, these workers 
made kymographic recordings of the be- 
havior of the upper, middle, and _ lower 
esophagus in normals and in patients with 
cardiospasm and other esophageal diseases. 
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They found that cardiospastic esophagi had 
reduced tone, what they called “irregular 
phasic activity” (an expression which means 
to me incoordinated contractions), and lack 
of propulsion. That was very nice to know 
and it seemed quite reasonable. But, for me, 
their great discovery was the extreme sensi- 
tivity of the lower esophagus to mecholyl.® 
A hypodermic of this parasympathomimetic 
drug would throw the lower gullet into pro- 
longed muscular contraction if the patient 
had cardiospasm. In normal persons and in 
those with esophageal diseases other than 
true cardiospasm mecholyl® had no such ef- 
fect. These workers believed that the sensi- 
tivity of the lower esophagus to mecholyl® 
in patients with cardiospasm was a demon- 
stration of Cannon’s law of denervation. The 
law says: 

“When in a series of efferent neurons a unit is 
destroyed, an increased irritability to chemical agents 
develops in the isolated structure, the effect being 
maximal in the part directly denervated.” 

This work of Kramer and Ingelfinger seems 
to give the greatest support to the concept 
that cardiospasm is a manifestation of a 
neuromuscular disorder of the lower esopha- 
gus and that the parasympathetic innervation 
is damaged in the condition. The sensitivity 
of the lower esophagus to mecholyl® can be 
dramatically illustrated by observing the 
barium-filled gullet of cardiospasm before 
the fluoroscope after the drug has been given 
hypodermically; a balloon in the gullet is not 
necessary. 


Because it seemed strange that Dr. Ingel- 
finger had not shown kymographic tracings 
with a balloon in the cardia, I wrote him con- 
cerning the feasibility of such experiments. 
He said in his reply that technical difficulties 
made balloon studies of the cardia very diffi- 
cult and unsatisfactory. He had taken intra- 
luminal pressures without using balloons 
but these had given no useful information. 


At the present time Dr. J. E. T. Hopkins 
and I are attempting to determine whether 
or not the cardia actively contracts in cardio- 
spastic patients by making kymographic trac- 
ings of the action of the cardia when the 
patient with a small balloon in place sits be- 
fore a fluoroscope so that the position of 
the balloon can be checked constantly. We 
have examined too few patients to justify a 
report of our work at this time but I can 
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say that we are not discouraged. We hope 
to find out in some way what the anticholin- 
esterase drugs will do to the gullet in cardio- 
spasm. Clinically urecholine® seems to have 
been useful to a patient who was seen in 
Baltimore and who had had his cardiospasm 
treated surgically with an unsatisfactory re- 
sult. 


There is considerable evidence of a clin- 
ical nature which tends to indicate that car- 
diospasm is a psychosomatic condition and 
that the degenerative changes in the myen- 
teric nerve plexus are secondary rather than 
primary. Certainly many of the patients say 
that their cardiospastic dysphagia came on, 
sometimes suddenly, when they were under 
psychic stress. And the families of patients 
maintain, “Oh, yes! We all think that Aunt 
Mary’s trouble is a nervous one.” 


Wolf and Almy'! have reported that the 
swallowing time of normal persons and of 
patients with esophageal symptoms may be 
lengthened by subjecting them to psychic 
stress. They noted that their patients with 
cardiospasm had some lessening of their 
symptoms when their adjustment to their 
environment was bettered. A study of their 
report reveals to me that some of their pa- 
tients had diffuse spasm of the esophagus 
rather than true cardiospasm, though patients 
with real cardiospasm were reported too. 
Their work shows, as I interpret it, that the 
esophagus, like other viscera, may mirror the 
emotions. It does not convince me_ that 
cardiospasm is a _ psychosomatic disease, 
though, when one is confronted with some 
individuals who show the condition, one 
is so impressed by their temperaments that 
he says, “This must have a psychic cause!” 


I have observed only two patients with 
cardiospasm who were treated by psychiatry 
alone. Neither did well. When patients 
have had dilatations without too satisfactory 
results (and these cases do occur) psychiatric 
treatment may be generally helpful but it 
does not cure the symptoms entirely. It 
probably helps the patient to tolerate his 
symptoms a bit better. 


For years I have been looking for a case of 
real cardiospasm (or achalasia) in an infant, 
since I have thought that such a patient 
would help to prove that the condition is 
not solely a psychosomatic one. 


But I have 
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learned that the psychiatrists, with rather 
good evidence, claim that newly born infants 
have neuroses. And I suppose that they do 
react to their environments with some so- 
matic symptoms. Yet their psyches are not 
so complex as those of an adult or of a child 
of eight or ten years, an age at which cardio- 
spasm is occasionally seen. Is it not likely 
that the disappearance of functional behavior 
with nutritional improvement following dila- 
tation of the cardia of an infant with chronic 
dysphagia and esophageal dilatation would 
be evidence for organic disease at the cardia? 
In a communication published in 1945, Dr. 
Vinson'* made the observation that newly 
born infants with dysphagia and roentgen 
evidence of obstruction at the cardia recover 
on conservative therapy as well as they do 
when catheters are passed into their stomachs. 
He thought that their dysphagia was a tem- 
porary incoordination of the neuromuscular 
mechanism of swallowing. I have subscribed 
to this concept and I have thought that the 
incoordination might be a functional one 
similar to the temporary strabismus seer in 
the newly born. I came to this conclusion 
after studying the hospital records of several 
infants in whose cases the diagnosis of cardio- 
spasm had been made in the obstetrical 
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nursery and in the department of pediatrics 
of the Johns Hopkins Hospital. 


But I stumbled across the record of an in- 
fant whose course in the Johns Hopkins Hos- 
pital did seem to be that of true cardiospasm. 
Doubt of the accuracy of that diagnosis ap- 
peared when this child was followed in his 
home city. 


J. C. (H. L. H. No. A-84622), a colored boy, was 
brought to the pediatricians in Baltimore when 
he was seventeen months old. His parents said that 
he had begun to vomit two weeks after his birth 
and, because of his inability to take food, his growth 
and development had been slow. His birth weight 
had been 814 pounds; he sat up at eleven or twelve 
months; he could not crawl at seventeen months; he 
had had numerous upper respiratory tract infections. 


The baby’s appetite was always good; though he 
tried to take food, it was regurgitated promptly. 
When five months of age he weighed 10 pounds. At 
that time he was admitted to an excellent children’s 
hospital in another city because of his marasmus. 
There investigation for tuberculosis was negative. The 
gastric juice contained acid. The roentgen diag- 
nosis was achalasia and incompetence of the cardia, 
a combination which I do not recognize in real 
cardiospasm (Fig. 1). Esophagoscopy was said to show 
“ectopic gastric mucosa protruding through the cardia.” 
A psychiatrist at Children’s Hospital No. 1 noted that 
the baby had an inadequate mother and a dominating 
grandmother and that the patient vomited more 
when a certain nurse, to whom he was attached, was 
off duty. While pointing out these things, the psy- 


f 
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Two films made at Children’s Hospital No. 1 in the case of J. C. In the one on the left the gullet is distended 
with air and is of good size. In the one on the right the stomach has been well filled by some method and a 
barium filled esophagus of wide calibre is seen (? regurgitation). 
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chiatrist thought, too, that the lad had an organic 
lesion at the cardia, one which made rumination 
easy. The boy remained at Hospital No. 1 for seven 
months and he was treated with antispasmodics, pan- 
creatin, vitamins, and antibiotics; and for a while he 
was propped in a sitting position for all twenty-four 
hours of the day. After seven months of therapy and 
at the age of one year he weighed 1234 pounds. He 
was discharged with the diagnosis of “rumination and 
achalasia.” 


At his home for the next five months the little 
fellow made no progress. He came to Baltimore 
weighing 11.2 pounds at the age of seventeen months; 
this was considered to be 11 pounds below his normal 
weight. He was 15 cm. under the average in length. 
In addition to his emaciation, the child was listless 
and he showed no interest except to take food which 
he would vomit immediately. It was observed that 
he did not hold food in his mouth or mull over it in 
a neurotic manner. The lad’s laboratory tests were 
fairly normal; the duodenal enzymes were normal. 
The bones were demineralized to some extent. Roent- 
genograms of the gullet were said to show “a narrow- 
ing at the distal end of the esophagus, which nar- 
rowing is about 1.5 cm. in length. The esophagus 
is dilated above this narrowing. During fluoroscopy 
the narrow area did occasionally relax to allow barium 
to pass through. There was also, at times, regurgita- 
tion of barium from the stomach when the distal 
esophagus was relaxed.” ‘The roentgenologist made 
a descriptive diagnosis which read, “Narrowing of 
the distal esophagus due to spasm with dilatation of 
the esophagus above this level” (Fig. 2). Esophago- 
scopic examination showed nothing definite. Gastric 
mucosa was seen at the cardia but that was not con- 
sidered unusual, of course. 


The little fellow failed to improve until a series 
of bougies of increasing size were passed into his 
stomach. Over a period of ten days bougienage was 
done with tubes varying from No. 18 French to No. 
30 French. He was then able to eat well. However, 
he contracted an upper respiratory tract infection 
for which he was given terramycin and that illness 
seemed to interfere with his progress for a time. The 
patient’s gain in weight after nine weeks of hospitali- 
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zation was only 2.2 pounds, a gain which followed 
the dilatations. Here are films of the gullet made 
at the time that the little fellow left Baltimore (Fig. 3). 
One week following his discharge from the hospital in 
Baltimore the boy returned for a checking over, since 
he had had a residual of his upper respiratory tract 
infection when he was discharged. He had gained 
2 pounds 614 ounces in that week at home! The 
diagnosis of the resident staff was cardiospasm. 


And that diagnosis was based on some good 
evidence: the vomiting and regurgitation 
over many months, roentgen evidence of ob- 
struction at the cardia, dilatation of the 
esophagus, and improvement on dilatations. 
The regurgitation seen at fluoroscopy from 
the stomach into the esophagus did not quite 
fit into the diagnosis of achalasia, however. 

In his home city little J. C. had a few dilatations 
at his local children’s hospital after leaving Balti- 
more. But he must have failed to do well for, at 
the age of twenty-two months, he was weighing only 
13 pounds and 10 ounces. He was readmitted to his 
local hospital and there a study with the x-ray was 
reported to show a gullet which was dilated in its 
lower two-thirds but which emptied into the stomach 
well. There was rumination and incompetency of 
the cardia with 85 per cent retention of barium five 
hours after its ingestion. 


Surgical exploration showed fine adhesions between 
the duodenum and the gallbladder and an_ esoph- 
ageal hiatus which admitted two fingers. The ad- 
hesions were separated and the abdomen was closed. 

The patient continued to vomit for the next 
month so the surgeon opened the abdomen again and 
tightened the esophageal hiatus. 

After this operation, the lad developed intestinal 
obstruction from adhesions and that was relieved 
at a third laparotomy eleven days after the hiatus 
had been repaired. At the age of two years the pa- 
tient left his hospital with a weight of 15 pounds 
9 ounces, a gain of almost 2 pounds in two and a 
third months in spite of three surgical operations. 


J. C. was followed at Children’s Hospital No. 1 


Fic. 2 


Roentgenograms of J. C.’s esophagus when he entered the Harriet Lane Home of The Johns Hopkins Hospital. 


They are very suggestive of cardiospasm. 
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Films of esophagus of J. C. after dilatations and just before he left The Johns Hopkins Hospital. 


for several months after his operations. It was 
noted that he continued to spit up when angry and 
he may have vomited blood when he was twenty- 
eight months old. At any rate, he was hospitalized 
for a weck and the roentgenologist said, “Some nar- 
rowing at the cardiac end of the esophagus. No 
evidence of a diaphragmatic hernia” when he re- 
ported on the examination with barium. He was 
given no treatment. 

Recently at the age of two and a half years he 
weighed 2314 pounds and he was said to be eating 
well. Unfortunately we have been unable to locate 
the patient and to ask his mother directly about his 
ability to swallow and about his regurgitation or 
vomiting. 

If one reviews this boy’s record chrono- 
logically, as I did, he may feel that the evi- 
dence for the diagnosis of cardiospasm was 
good up to the time that J. C. left Baltimore. 
As 1 stated before, his subsequent course 
cast some doubt on that diagnosis. However, 
certainly Father Time and Mother Nature 
have not straightened him out and it is rather 
doubtful that surgery has done that either. 
We hope to be able to follow this child and 
to learn whether or not he “outgrows” his 
difficulty or comes to more treatment. Cer- 
tainly infants with apparent cardiospasm will 
bear observation. If the condition actually 
occurs in the newly born, it would point 
strongly to an organic cause for it, since car- 
diospasm is associated with organic changes 


in the myenteric plexus, changes which a 
psychic trouble would produce over only a 
relatively long time. 

From this armchair discussion of the mech- 
anism of cardiospasm, I have proven nothing. 
The fundamental cause of this chronic ob- 
struction at the cardia is still a matter for 
debate and, better, for investigation. At this 
time, it seems that cardiospasm is probably 
an organic disease of the neuromuscular ap- 
paratus of the cardia and lower esophagus, 
and that psychic factors are coincidental or 


secondary ones. 
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DISCUSSION (Abstract) 


Dr. James L. Borland, Jacksonville, Fla—In_ this 
tilting between the advocates of psychosomaticism 
and organicism, I should like to join Dr. Howard. 

As the first portion of his discussion indicated, 
there is irrefutable evidence that the symptoms are 
based on a group of definite organic changes in the 
esophagus which may be sequential or parallel. 
These, rapidly summarized, include degeneration of 
the myenteric plexus, a constriction at Or above the 
cardia, dilatation proximal to this construction with 
hypertrophy of the muscle in this dilated portion, 
and absence of a propulsive wave. ‘Therefore, the 
presence of true organic pathological change is not 
disputed. The ultimate cause (or causes) of these, 
is a matter in debate. ‘There are three suggested 
genetic mechanisms: first, solely idiopathic degenera- 
tive disease invelving the nerve plexus; second, a 
primary degeneration of the nerve plexus with a 
portion of the nerve supply remaining intact, and 
actively contributing to the dysphagia; third, a psy- 
chosomatic derangement of the propulsive mechanism 
resulting in the organic changes. 

It is evident that the difficulty here is in the 
transfer from proven pathological and physiological 
changes to clinical observation of patients. It is 
in the latter that the multiplicity of factors enters 
to produce confusion, since the effect upon the pa- 
tient does not always parallel the local findings. For 
instance, Dr. Howard feels that in his cases there 
is increased resistance to probing. Yet, my own 
experience, as well as the literature, indicates that 
this is not a constant finding. It would appear that 
in some there is simply a lack of dynamic effective 
propulsion, while in others this is complicated by an 
increased tone or spasm in the lower section. This 
is illustrated again, by the difference in pain be- 
tween patients with the same findings and the varia- 
bility of emptying as judged, both by the dysphagia 
and the x-ray observation of the passage of barium. 
Therefore, there is a difference in the local manifes- 
tations in these patients, which must be taken into 
account, 


I should like to mention two cases: one is a young, 
very tense, apprehensive girl with moderate dilata- 
tion, with some resistance and pain to probing, who 
despite dilatation constantly complains of pain and 
dysphagia. The second is a somewhat placid colored 
man who is intermittently picked up on routine 
chest films. These show the entire right lung nearly 
opaque, but this is found to be the result of a huge 
dilatation of the esophagus. This man has no com- 
plaint and is conscious of no dysphagia or pain. A 
full turkey dinner at Christmas produces a_ slight 
fullness in the right chest. He maintains his weight. 
These two cases raise the question: Is the funda- 
mental cause of their disease different or is there 
simply a difference in their behavior to the same 
disease? 

This brings us, at once, to a consideration of the 
psychosomatic point of view. I cannot myself accept 
psychic disturbance as a fundamental cause of this dis- 
ease. In my experience, there is no recognizable pattern 
and the observable relationships are too vague. It is 
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evident that it may, as in many diseases, act as a 
trigger mechanism to handicap further a damaged 
function, and even by its presence, to develop further 
pathological changes, but as a primary cause, no. I 
should like to echo Dr. Howard’s observations, that too 
often in the literature diffuse spasm of the lower 
esophagus is confused with the disease we call cardio- 
spasm. The former, in my experience, is frequently 
caused by nerve stimuli from psychic trauma. In one of 
our cases the lower end of the esophagus was narrowed 
for a distance of two or three inches. There was 
complete dysphagia, there was obstruction to the 
passage of bougies, the mucosa was normal by esoph- 
agoscopy. This constriction, however, was transient, 
disappeared completely and has never returned. I 
do not regard this as a true cardiospasm. 


It is evident that more than one mechanism is at 
work in these patients and that autononic inhibitors, 
dilatations, and psychiatric measures will not be uni- 
versally applicable, because different factors are at 
play. 

Dr. Cecil O. Patterson, Dallas, Tex.—I hope that 
such studies as Drs. Howard and Hopkins have car- 
ried out may provide a method of early recognition 
of the “hypersensitivity of the neural mechanism,” 
and thus a method of diagnosing cardiospasm at its 
inception. At times advanced changes have occurred 
before this disorder is diagnosed by our present clin- 
ical methods. Dr. Howard's thoughts regarding the 
psychosomatic origins’ of “cardiospasm” are no doubt 
shared by us all. It seems in clinical practice that 
we usually see the late end results of this disorder. 
Then it is that the patient is most grateful for 
prompt diagnosis, definitive treatment, and prompt 
resumption of normal pursuits. 


I shall mention some of the mechanisms or condi- 
tions secondary to cardiospasm because of the many 
distressing situations which are inseparably a part of 
the clinical picture of this disorder. Among 118 of 
our office records filed as cardiospasm, 73 had ad- 
vanced changes of achalasia, or cardiospasm. Most 
of these patients had first sought medical advice only 
a few days or weeks before. Even a few patients who 
seemed most observant confessed to only vague 
symptoms, but some for as long as twenty years be- 
fore they sought treatment. Ages ranged from 6 to 
87 years; the cases were about equally divided be- 
tween male and female, and represented a fair cross- 
section occupationally. The symptoms in order of 
frequency were swallowing distress, weight loss, 
nausea, vomiting, choking, abdominal pain, left upper 
quadrant, and epigastric distress, eructation of food, 
thoracic pains, subxiphoid pain or tenderness, head- 
aches, massive hematemesis, severe diffuse esophageal 
pains. There were associated disorders, such as vary- 
ing degrees of malnutrition, also acute and chronic 
pulmonary conditions, the result of recurring aspira- 
tion of over-filled esophageal contents. 


Dr. J. R. Verbrycke, Washington, D. C—One of 
the early papers which I presented to this Section 
some thirty years ago, was on a series of 100 cases 
of cardiospasm. 

Since that time my series of esophageal conditions 
with dysphagia has grown to between 700 and 800 
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and I have some fixed ideas upon the subject. I agree 
with Dr. Howard almost entirely. I was extremely 
glad to have him say that the condition is one which 
does not necessarily mean a_ psychoneurosis. Dr. 
Friedenwald, years ago, when he was very much my 
senior, discussed my paper and said that there were 
two conditions, spasm of the cardia and cardiospasm. 

At that time I thought they were all parts and 
stages of one condition. Since then I have had to 
change my mind, and I do recognize the two condi- 
tions. The spasm of the cardia, I feel, can have 
a neurotic background, or psychic background. 

The true cardiospasm, I think, practically never 
has a neurotic or psychic background. Now, that 
brings up the question of whether it is a spasm or 
not. I am glad that Dr. Howard persists in the 
use of the word “cardiospasm” instead of achalasia. 
Any who have had much experience with esopha- 
geal obstruction have seen the absolute proof of 
spasm itself. 

Anyone who has passed a stomach tube in persons 
with cardiospasm have, on withdrawing the stomach 
tube, had it grasped so firmly that it required pulling 
to get it out. Another reason why the atonic part 
of the esophagus must be secondary is that it does 
not always exist. With a very marked and continuous 
case of chronic cardiospasm we have many times 
seen a hyperperistalsis, and development of peristal- 
tic waves not ordinarily seen with a fluoroscope, that 
is, not only development of peristalsis but hyperperis- 
talsis in the endeavor to pass a block. 

Nothing has been said about treatment, and I 
shall say now, only that if it is a real case of cardio- 
spasm, a mechanical method of relief is needed. No 
medicine or drug has yet been discovered which has 
any effect on the esophagus. 

Dilatation, paralysis of the muscle, and the break- 
ing up of the habit are the only cure. That is an- 
other proof of the fact that it is a spasm, because 
paralysis of the part (whether it is the so-called 
cardiac muscle, or whether it is the pinchcock of 
the diaphragm, we do not know), but there is a 
spasm there and in 10 minutes after successful dila- 
tation a person who has not been able to eat in 
comfort for months can go out and eat anything 
he wants. 

Dr. Gordon McHardy, New Orleans, La—There has 
been recently some discussion of etiologic gastric 
hyperacidity as possibly producing cardiospasm. A 
great deal of this work has been correlated with 
esophageal hiatal hernia with associated esophagitis 
and esophagospasm. However, this has projected 
some surgical thought to the extent that a few indi- 
viduals have projected subtotal gastric resection as 
being indicated in a certain limited group of pa- 
tients with cardiospasm. 

None of us should glibly accept this surgical 
thought. 


Dr. Howard (closing)—When I wrote Dr. Vinson 
in Richmond concerning our subject, he replied in 
part, “You are indeed a brave man. The one ad- 
vantage you have in your presentation is that what- 
ever you say about cardiospasm cannot be scientifically 
contradicted.” 
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I have discussed the mechanism of cardiospasm 
without actually proving my concept that the condi- 
tion is an organic rather than a psychosomatic one. 
Nevertheless, I hold to that belief and I am glad that 
the discussors seemed to agree with me. I hope that 
a study of your cases and mine, cases in adults and 
in children and, possibly, in infants will give us more 
data about the mechanism. 

In answering Dr. McHardy’s question, I feel quite 
certain that gastric resection is not an operation to 
be considered seriously in the treatment of cardio- 
spasm. Dilatations are successful in a high percent- 
age of cases. And in those in which repeated me- 
chanical stretching does no real good the Heller 
operation is not too bad. Only if there is, following 
plastic procedures on the cardia, regurgitation into 
the gullet and real esophagitis which cannot be 
controlled by medical measures, is subtotal gastric 
resection justified in an attempt to stop peptic di- 
gestion. 


One last word about the role of the psyche in 
these patients with cardiospasm. It seems to me 
that they have ample reason for nervousness and my 
observation has been that the best treatment of their 
mental disturbances has been the relief of their 
esophageal obstruction. Then they can eat in the 
company of friends without fear of embarrassment. 


PLASTIC APPROACH TO MAJOR 
LESIONS OF THE HEAD AND NECK* 


By Cuirrorp C. Snyper, M.D. 
and 
T. G. Biocker, JRr., M.D. 
Galveston, Texas 


Lesions of the head and neck are of major 
concern if (1) they are neoplastic, (2) they 
are Massive in size, even though benign, or 
(3) they affect adjacent vital structures be- 
cause of their location or extent. The sur- 
geon’s aim in handling of malignant lesions 
should be complete eradication unless metas- 
tasis has made palliative treatment the only 
feasible procedure; in benign lesions removal 
should be accomplished with restoration of 
normal appearance and function insofar as 
possible. 


The plastic approach may be defined as the 
utilization of surgical technics which will give 
adequate exposure, closure or coverage with 
a minimum of cosmetic and functional de- 
formity. The most important principles are 


*Read in Section on Ophthalmology and Otolaryngology, 
Southern Medical Association, Forty-Sixth Annual Meeting, 
Miami, Florida, November 10-13, 1952. 


*From the Department of Plastic and Maxillofacial Surgery, 
University of Texas Medical Branch, Galveston, Texas. 
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anatomically placed incisions to avoid con- 
spicuous scarring and contractures; the ad- 
yantageous use of the normal elastic proper- 
ties of the skin by undermining of the tissues, 
Z-plasties, local flaps, and multiple excision 
technics; and judicious employment of skin 
grafts and flaps either for initial coverage 
after excision of large benign lesions or for 
secondary reconstruction after radical surgery 
of malignancies. 

The successful treatment of neoplastic 
disease involving the head and neck is depend- 
ent entirely upon complete removal or de- 
struction of the lesion and its secondary spread 
if present. Failures which occur following 
surgery and irradiation, either alone or in 
combination, are usually due to delay in 
visiting the physician for diagnosis and treat- 
ment until malignancies are too far advanced, 
or to inadequate therapy. In order to achieve 
satisfactory results, close cooperation between 
the patient, general practitioner and specialist 
is essential. In turn, the surgeon must rely 
on other specialists: the pathologist for ac- 
curate diagnosis; the radiologist if radium is 
required at Operation or postoperative x-ray 
therapy is indicated; and perhaps the dentist 
or the dermatologist. Where tumor clinics 
are available a group conference with regard 
to diagnosis and plan of management serves 
a most useful function without added expense 
to the private patient or delay in arranging 
for consultations. 


It is important that the surgeon outline 
the plan of procedure and describe the nature 
of the lesion either to the patient, his family 
or a responsible party, emphasizing the 
treacherous nature of cancer in general. Most 
patients with obvious malignant lesions of 
the head and neck we have found to be 
aware of the neoplastic nature of their disease 
or at least suspicious and we usually find it 
good practice to discuss the diagnosis frankly 
with them rather than to carry on an elabor- 
ate program of hedging which results in all 
sorts of family emotional complications. Pre- 
liminary biopsy may be indicated. Certainly 
at operation a generous supply of tissue 
should be furnished the pathologist since one 
area may not be representative of the lesion 
as a whole and there is a possibility that a 
large lesion may be undergoing malignant 
change in only one area. The growth must be 
excised to the satisfaction of both surgeon 
and pathologist regardless of the resultant 
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operative defect. In many instances use of 
radium must be combined with surgery and 
newer technics make possible the avoidance 
of serious damage to the skin in deep lesions. 
Reconstruction of the deformity should be 
accomplished with as acceptable a cosmetic 
result as is consistent with cure, after suf- 
ficient time has elapsed to demonstrate that 
no neoplastic tissue has recurred or metasta- 
sized. Finally it is most important that the 
patient return routinely for follow-up exam- 
ination and advice regarding postoperative 
irradiation, 

Skin Malignancies—Squamous and _ basal 
cell cancers of the skin without metastases 
are treated alike. They are excised complete- 
ly, examined by the frozen section method, 
and closed primarily with utilization of a 
skin graft or a rotational flap if necessary. 
If the epithelioma is a massive papillary 
cauliflower affair and fixed to the under- 
lying deep vital structures such as the carotid 
artery or vagus nerve, that part protruding 
above the skin is leveled by surgical excision 
and the remaining tumor treated with radium 
implantation. In the case of melanoma, the 
malignant lesion is excised widely and the 
surgical defect closed with a skin graft. If 
lymph node metastasis is demonstrable and 
the primary lesion has been controlled an 
en bloc radical neck dissection should be 
carried out. We do not feel that this latter 
procedure is indicated prophylactically. 

Tumors of the Lips.—Leukoplakia is treated 
by a partial or complete lip shave with care- 
ful examination of the entire lesion for evi- 
dence of early malignant change (Fig. 1 A, B, 
C and D). If any suspicious cells are present 
a V-excision is made through the entire thick- 
ness of the lip. Carcinomas of the lower lip 
are treated by wide wedge excision and pri- 
mary closure, with a zig-zag closure of the ver- 
million to abolish any contracture dimpling. 
If the lesion necessitates removal of the major 
portion of the lower lip, a modified Estlander 
operation is done (Fig. 2 A and B). If metas- 
tasis to the submental nodes is present a bi- 
lateral suprahyoid node dissection should be 
performed. 

Oral commissure tumors are treated by 
radical excision of all tissue involved pri- 
marily or by invasion to adjacent structures. 
A primary coverage with a split thick skin 
graft is done or coaptation of skin to the 
mucous membrane to prohibit infection, and 
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after a satisfactory period of watchful waiting, 
this is replaced with a skin flap to produce 
a more normal facial contour and the neces- 
sary buccal lining to prohibit a trismus (Fig. 
3 A, B and C). 

Lesions of the Oral Cavity and Tongue.— 
Benign lesions in this area if sufficiently 
large may cause disturbances in mastication, 
deglutition and speech. Tumors of the pal- 
ate, alveolar ridge and sublingual area may 
be excised and packed with Bipps gauze 
which is held in place by stent sutures for 
five to ten days. Leukoplakia involving the 
buccal mucosa is treated with electrocautery 
if biopsy shows no malignant change. Wide- 
spread leukoplakia of the alveolar ridge 
should be excised with the raw defect covered 
by a split skin graft, using stent sutures to 
hold it in position. 


Fic. 1 A 


Most of the lower lip is infiltrated with leukoplakia, neces- 
sitating removal of the entire vermilion by an eliptical ex- 
cision, and coverage by advancing the mucosa from the in- 
ferior gingivo-buccal sulcus. 


Fic. | B 


The mucosa is advanced and sutured to the integument 
with six ought black silk. Stent sutures of 36 steel wire 
are placed through the lip. 
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Malignant lesions of the tongue are excised 
widely locally and implanted immediately 
with radium needles. Upon removal of the 
radium an ipsolateral radical neck dissection 
followed by a contralateral suprahyoid nodal 
dissection should be performed. In those 
cases of mid-tongue involvement a_ bilateral 
radical neck dissection is performed. 

Tumors of the Antrum.—The surgical ap. 
proach to these lesions is made by a through 
and through incision in the eminence parallel 
to the philtrum, around the ala, along the 
nasolabial fold and then laterally along the 
malar prominence below the eye. This flap 
is completely elevated by another incision 
along the superior gingivobuccal sulcus pro- 
ducing ample exposure to any underlying 
pathology. The anterior wall of the maxil- 
lary sinus is fenestrated and tissue for biopsy 
taken. If quick section proves the lesion to 


Fic. 1 C 


The stent sutures are tied over a bandage of fine mesh 
gauze and a small fluff. This obliterates dead space, in- 
hibits edema, and assists in hemostasis. 


Fic. 1 D 


All of the sutures are removed in 72 hours. 
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be malignant, a radical excision of the tumor 
is performed. A preliminary ligation of the 
external carotid artery assists in decreasing 
the loss of blood during the operation. If 
there is no recurrence of tumor in one to two 
years a cartilage graft is used to reconstruct 
the malar eminence. 

Parotid Gland Tumors.—The ideal method 
of treating parotid salivary gland tumors is 
to remove the entire lesion without severing 
branches of the facial nerve. This can be 
accomplished in encapsulated mixed tumors, 
but is not practical in malignancies because 
the nerve may itself harbor cancer cells and 
therefore must be sacrificed as a prerequisite 
to cure. The technic in surgical excision of 
the mixed tumor is to make an incision im- 
mediately anterior to the crux of the helix 
and antitragus of the ear which is carried 
around the lobe and down a skin crease in 
the neck. The integument is undermined 
carefully medially until a large enough flap 
is elevated to give adequate exposure to the 
gland. If no capsule is present or a pseudo- 
capsule is found, the tumor should be opened 
by an incision parallel to the nerve branches, 
and tissue should be taken for immediate 
biopsy. If the parotid gland lesion is a malig- 
nant one, the mass should be excised radically 
with sacrifice of any branch of the facial 
nerve in the proximity. If a neck node is 
positive for metastasis, a radical nodal dis- 
section is carried out at the time of removal 
of the primary lesion. If the patient exhibits 
preoperative facial paralysis, an incision simi- 
lar to the earlier one is made and the flap 
rolled upon itself away from the tumor, Tis- 


Fic. 2 A 


Squamous cell carcinoma grade I, of seven years duration 
involving the entire lower lip. 
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sue for frozen section biopsy is taken; if 
proven malignant, radium needle implanta- 
tion is done, using 7000-9000 gamma roent- 
gens. After the needles are removed, the flap 
is replaced into its original site. This technic 
inhibits possible integumental radio-dermatis, 
pigmentation, telangiectasia, sclerosis or ulcer- 
ation. Those cases in which the facial nerve 
was sacrificed may be helped cosmetically aft- 
erwards with fascial grafts. 

Malignancies of the Orbit—A very wide 
excision of the skin, orbital contents and 
involved bone must be performed in lesions 
of this type. A split skin inlay graft is used 
as a temporary dressing. As in the case of 
large antral tumors preliminary external 
carotid ligation is usually a good practice. 
If there is no recurrence after a suitable inter- 
val, reconstruction of the soft tissues may be 
performed with a skin flap and possibly an 
artificial eye. In the interim a moulage may 
be cast and a prosthesis patterned to fit the 
facial defect for the patient to wear until 
plastic repair is done. Permanent prosthesis 
may be used in elderly individuals. 

Irradiation Necrosis.——Although advances 
in the use of radiotherapy have been steadily 
progressive since its discovery, we still en- 
counter many cases of questionable post-ir- 
radiation trauma. In patients who exhibit 
rapidly growing anaplastic lesions, the radio- 
therapist must concentrate on the lesion re- 


Fic. 2 B 


One month postoperative following wide resection of the 
lesion and utilizing a modified Estlander flap procedure; 
a bilateral suprahyoid neck dissection was also accomplished 
because these lesions usually metastasize to the submental 
and submaxillary lymph nodes. 
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gardless of the complications which will ensue 
but there is no excuse for over treatment with 
x-ray of such lesions as facial acne, hyper- 
trophied scars and plantar warts. Prolonged 
utilization of the fluoroscope for locating 
foreign bodies and manipulation of fractures 
has also resulted in over exposure of tissues 
to irradiation. The necrotic lesions which 
result are very difficult to prepare for surgical 
repair since the ulcers and surrounding area 


Fic. 3 A 


Squamous cell malignancy grade II, of the oral commissure 
and face of six years duration. 


Fic. 3 B 


Malignancy widely excised and split skin graft used as a 
temporary dressing. Two skin flaps being constructed: one 
on neck with hair for external coverage, the other on arm 
for buccal mucosa and fat pad. 
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are poorly vascularized and contain consider- 
able scar tissue. Chronic infection is a fre- 
quent complication. We _ have attempted 
enzymatic debridement of ulcerated radiation 
injuries and initially observed some improve- 
ment of the infection, but this is only tempo- 
rary and the lesion rapidly returns to its 
original state of necrosis. Areas of irradiation 
necrosis must be excised as radically as any 
malignancy and covered with either a skin 
graft or a carefully planned skin flap. 

Radical Neck Dissection——This procedure 
is indicated when there is a chance to arrest 
or enhance a possible cure of a malignant 
lesion of the head and neck. The primary 
lesion should be under control. Metastatic 
nodes in the neck are more resistant to radio- 
therapy than the primary tumor. 

Our standard procedure is the Hays Martin 
technic in which two parallel incisions are 
made, the upper one from the mastoid process 
to the symphysis menti, and the lower one 
extending from the mid clavicle to the jugu- 
lar notch of the sternum. These two are 
joined by a perpendicular incision in their 
middle. The neck dissection is done en bloc 
including the carotid sheath; all neck nodes; 
the sternocleidomastoid; platysma, omohyoid 
and digastric muscles; the internal jugular 
vein; the submaxillary salivary gland and 
lymph nodes; and the mandible if it is in- 
volved. Before closure stent sutures are 


placed and tied over a dressing of fine mesh 


Fic 3 C 


Both skin flaps in place. A commissurotomy is to be ac- 
complished. 
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gauze and fluffs to aid in hemostasis and 
obliteration of dead space. This type of 
dressing also eliminates any circular tensor 
bandages which might impede respiratory ex- 
change. 

Benign Lesions.—In addition to the group 
of tumors which may undergo malignant 
change or which may be confused with cancer- 
ous growths are a number of lesions which 
though almost always benign may call for 
major surgery. Of these the more important 
ones are the pigmented nevi, hemangiomas, 
lymphangiomas, dermoid cysts, ranulae, ada- 


Fic. 4A 


Thyroglossal duct cyst in a seven-year-old boy. 


Fic. 4B 


The specimen consists of an eliptical section of skin, the 
cyst, middle portion of the hyoid bone through which the 
duct traverses, the duct, and a conical section from the base 
of the tongue at the foramen cecum. 
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mantinomas, dentigerous cysts, branchiogen- 
etic cysts, thyroglossal duct cysts and sinuses, 
xanthomas, and dermatofibromas. The large 
pigmented hairy moles of the face are treated 
by complete excision and the defect is covered 
with a temporary split-thickness skin graft to 
be replaced later, or by a regional rotational 
flap at the time. Adamantinomas of the man- 
dible are eradicated by curettement with care 
to save the lingual and inferior plates and 
mental nerve if possible. In removing thyro- 
glossal duct cysts, one must be cognizant of 
the embryological anomaly and carry the dis- 
section back to the foramen cecum at the base 
of the tongue with removal of the middle 
section of the hyoid bone (Fig. 4 A, B and C). 


Hemangiomas, lymphangiomas, and com- 
binations of the two may be treated by radio- 
therapy, sclerosing agents, one-stage or mul- 
tiple stage excision, tattooing, or cosmetic 
camouflage. Where a large part of the face 
is involved we have found excision in several 
procedures most satisfactory with adequate 
time for the normal adjacent skin to lose 
its tension between stages. Where sclerosing 
agents are indicated either alone or in com- 
bination with surgery we employ sodium 
tetradecyl sulfate 1 pcr cent, through Scotch 
tape placed tightly over the lesion to control 
bleeding and swelling. Deposits of 1 cc. are 
made into about five different areas with 
careful distribution deep enough to eliminate 
any skin necrosis and yet superficial enough 
to cause a blanching of the skin. Intracapil- 


Fic. 4 C 


Three months postoperative. The scar lies in a flexion 
crease of the neck. 
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lary injection is not necessary because a peri- 
vascular injection tends to thrombose the 
delicate structures of the hemangioma. The 
multiple ligation technic may be combined 
with sclerosing agents in selected cases. 

In conclusion, neoplasms, benign or malig- 
nant, can be treated successfully only by a 
correct diagnosis, a proper plan of manage- 
ment and a careful post-therapeutic follow- 
up. Skillful management with the type of 
therapy selected is more important than the 
choice of technic. The plastic approach takes 
into consideration ultimate cosmetic and 
functional results which may be achieved on 
the basis of a knowledge of the reparative 
qualities of the skin and subjacent structures 
and faithful adherence to the basic principles 
of surgical anatomy and physiology. 


CONGENITAL CYSTS AND CYSTIC 
TUMORS OF THE MEDIASTINUM* 


By H. Lirrie, M.D. 
New Orleans, Louisiana 


In past years most of the information about 
congenital mediastinal cysts was contributed 
by the pathologist, who discovered or investi- 
gated these lesions at post-mortem examina- 
tion. However, in recent years the more rou- 
tine use of roentgenograms of the chest, even 
in asymptomatic patients, together with the 
advances in thoracic surgery permitting rela- 
tively safe mediastinal exploration and _re- 
section of these lesions, has stimulated interest 
in these entities. More and more cases are 
being reported and our knowledge of medi- 
astinal cysts is rapidly increasing. It is the pur- 
pose of this paper to discuss the various types 
of mediastinal cysts with particular emphasis 
on their roentgenologic differentiation based 
on experience with 20 surgically proved cases 
encountered at the Ochsner Clinic during a 
914 year period ending in September 1952 
(Table 1). Unoperated cysts, proved cysts 
whose exact pathologic classification was not 
possible, and the solid types of teratoma and 
non-cystic lesions were not included in this 
group of 20 cases. 


*Read in Section on Radiology, Southern Medical Associa- 
tion, Forty-Sixth Annual Meeting, Miami, Florida, November 
10-13, 1952. 

*From the Department of Radiology, Ochsner Clinic, New 
Orleans, Louisiana. 
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The nomenclature of mediastinal cysts has 
been so varied in the past that classification 
has been rather difficult. The classification 
of Laipply,! who attempted to standardize it, 
will be used in this discussion (Table 2). 


Epidermoid Cysts——The epidermoid cyst, 
which is the simplest type, is closely related to 
dermoid and teratomatous cysts. It is lined 
with stratified squamous epithelium and its 
wall is composed of dense fibrous tissue with 
or without glands of ectodermal origin. It 
contains serous or milky fluid, or gelatinous 
or pastry material frequently mixed with hair. 
The following case was the only one of this 
type in our series. 

Case 1 (Fig. 1)—A. R. D., a man 43 years old, was 
told he had an aneurysm of the ascending aorta two 
years before admission. On admission he was com- 
plaining only of dyspnea and fatigue of two months’ 
duration and a slight non-productive cough. Roent- 
genograms showed an oval, smooth mass in the an- 
terior mediastinum at the level of the right hilum, 
measuring 4 by 4 by 7 cm. There was no calcification. 
Transmitted pulsation from a_ posteriorly displaced 
ascending aorta was noted. The preoperative diagnosis 
was anterior mediastinal tumor. A cyst in the anterior 
mediastinum, adherent to the heart and mediastinal 
pleura, was removed without difficulty. Pathologic 
examination revealed a non-ciliated, epithelial-lined 
cyst with a thin translucent wall containing serous 
fluid. 


Proved Mediastinal Cysts Encountered at the Ochsner Clinic 
January 1942-September 1952 


Type Cases Per Cent 
Epidermoid, dermoid and teratomatous cysts... .10 50 
Fsophagogastro-enteric cysts. 0 0 
Total 20 100 

Taste 


Laipply's Classification of Congenital Cysts and Cystic Tumors 
of the Mediastinum 


‘Type Derivation 
(1) Epidermoid cysts FEctoderm 
(2) Dermoid cysts Ectoderm and mesoderm 
(3) Teratomas Ectoderm, mesoderm and ento- 
derm 
(4) Pericardial celomic Mesoderm 
cysts 
(5) Bronchial cysts 
(6) Esophageal cysts 
(7) Gastroenteric cysts 
(a) Gastric 
(b) Enteric 
(8) Cystic lymphangiomas 


Entoderm and mesoderm 
Entoderm and mesoderm 
Entoderm and mesoderm 


Mesoderm 


TABLE 2 
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Dermoid Cysts—These cysts contain meso- 
dermal as well as ectodermal tissue, and thus 
in addition to epithelium and possibly glands 
or hair, contain cartilage, bone, teeth, smooth 
or striated muscle, and other structures. 
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There were 5 patients with dermoid cysts 
in our series. Illustrative of this type of lesion 
is the following case. 


Case 2 (Fig. 2)—W. S., a woman 50 years old, com- 
plained only of mild transient dyspnea. A routine 


Fic. 1, Case 1 


Anterior epidermoid cyst of mediastinum at level of right hilum. Note faint density of cyst in lateral view. It pos- 
sessed definite transmitted pulsations from the adjacent ascending aorta. 


Fic. 2, Case 2 


Anterior mediastinal dermoid cyst with moderate calcification in its walls. 
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roentgenogram of the chest showed a semicircular 
mass measuring 7.5 by 8.5 by 7.5 cm. in the anterior 
mediastinum at the level of the right hilum. It had 
slight lobulation and moderate calcification in its 
walls, and transmitted pulsations from the ascending 
aorta. The preoperative diagnosis was dermoid-like 
cyst. Although densely adherent to the lung and 
pericardium, the mass was removed. It was cystic and 
contained sebaceous material. The histopathologic 
diagnosis was dermoid cyst of the mediastinum. 

Teratomatous Cysts.—These lesions contain 
elements of all three germinal layers so that 
all structures of the epidermoid or dermoid 
may be present plus ciliated and cylindrical 
cell structures of intestinal or respiratory tract 
origin, muscle, bone, cartilage, lymphoid tis- 
sue, brain and thyroid. The following is one 
of the 4 cases of this type in this series. 

Case 3 (Fig. 3)—E. L., a baby boy aged 3 months, 
had had difficulty in breathing since birth and on 
admission was extremely dyspneic and malnourished. 
A roentgenogram of the chest showed a large anterior 
mass, measuring 8 by 8 by 6 cm., in the upper three- 
fourths of the mediastinum occupying both sides but 
primarily the left. It displaced the heart to the right, 
and the trachea and esophagus posteriorly; the tra- 
cheal compression in turn caused obstructive pul- 
monary emphysema. Scattered plaques of calcifica 
tion were seen in the mass. The preoperative diag- 
nosis was a large dermoid type of tumor. The mass 
was removed without difficulty. The histopathologic 
diagnosis was benign cystic teratoma. 


Because of the histopathologic similarities 
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of epidermoid, dermoid and_teratomatous 
cysts, these will be discussed together. Diag- 
nostic clues for this type of cyst can be ob- 
tained from the roentgenogram. They are 
situated anteriorly in the mediastinum usual- 
ly not too far from the level of the hilar shad- 
ows. The presence of calcification in the cys- 
tic substance or wall is common as contrasted 
with lack of calcification in other types of 
cysts. All 10 cases of this type in this series 
were in the anterior mediastinum and some 
degree of calcification was noted in 8. Maier? 
believed that all dermoid-like cysts are located 
anteriorly, pointing out that analysis of those 
reported in the posterior mediastinum re- 
vealed that they were bronchogenic cysts in- 
correctly diagnosed as dermoid cysts many 
years ago. He added that a teratoma of the 
retroperitoneal space may, however, extend 
retropleurally into the lower portion of the 
mediastinum. 


There is no way of predicting malignant 
degeneration unless the lesion shows consider- 
able nodularity, often localized to a portion 
of a large mass, in a patient exhibiting clin- 
ical manifestations of malignancy (Fig. 4). 
Nodularity in itself does not indicate malig- 
nant degeneration, since only one of the 5 
nodular dermoid cysts and teratomas in the 


Fic. 3, Case 3 


These roentgenograms demonstrate the cause of the severe respiratory difficulty of the patient. The large teratomatous 
cyst displaced the trachea posteriorly and its compression is apparent. Notice the resulting obstructive emphysema of 


the lungs. The heart is displaced to the right. 
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present series was malignant. Similarly, no- 
dularity does not always indicate a teratoma- 
tous lesion, although some reports in the 
literature suggest that nodules are commoner 
in teratomas than in dermoids. Only one of 
the nodular cysts in the present series was a 
teratoma, the others being dermoids, and 3 
of the 4 smooth cysts were of a teratomatous 
type. Epidermoids cannot be differentiated 
in the roentgenograms from dermoids or 
teratomas except that because of their simple 
cystic structure they are more likely to be of 
faint density. 

Pericardial Cysts —TVhese benign cysts, 
closely associated with the pericardium, are 
occasionally called “spring water” cysts. Dur- 
ing embryonic development of the pericardi- 
um there is fusion of multiple disconnected 
lacunae. Lambert* reasoned that if a lacunar 
cavity fails to merge with others it could per- 
sist and develop into a_ pericardial celomic 
cyst, or if the rate of development of the prim- 
itive cavities were unequal, an unusually large 
lacunar space in continuity with the others 
could result in a congenital diverticulum of 
the pericardium. Cooper and associates* sug- 
gested the term, “mesothelial mediastinal 
cyst,” because of their acceptance of Kindred’s 
theory that these cysts originate by aberrant 


LITTLE: CYSTS AND CYSTIC TUMORS OF MEDIASTINUM 745 


growths from the mesothelium of the pleural 
cavity as it invades the mesenchyme of the 
body wall. These cysts have connective tissue 
walls lined by a single layer of flattened meso- 
thelial cells and are filled with a yellowish or 
watery fluid. Six of the 20 mediastinal cysts 
in the present series were pericardial cysts. 
Illustrative of this type is the following case. 

Case 4 (Fig. 5).—W. H., a man aged 53 years, had 
no thoracic symptoms. Routine roentgenograms of the 
chest revealed an ovoid smooth shadow 5 by 4.5 by 4.5 
cm. in the inferior anterior mediastinum at the right 
cardiophrenic angle. It changed in shape with changes 
in position, respiration and induced pneumothorax. 
The preoperative roentgenologic diagnosis was benign 
anterior mediastinal cyst. The growth, which proved 
histologically to be a pericardial celomic cyst, was re- 
moved without difficulty. 

Most pericardial cysts are in the inferior 
portion of the anterior mediastinum at the 
cardiophrenic angle. Although they have been 
encountered on the left, all 6 of the pericar- 
dial cysts in this series were on the right. 
They all had a flattened, oval or round ap- 
pearance and were devoid of calcification. 
These cysts usually change their size and shape 
by changes in position and phases of respira- 
tion. This is in contrast to dermoids and 
teratomas, which are less apt to change in 
size and shape because of their stiffer and 


Fic. 4 


Dermoid cyst with contained adenocarcinoma. Malignancy was suggested by nodularity localized to superior portion of 
a large cyst in a patient with thoracic pain and considerable loss of weight. Note calcification in posterior and superior 
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sometimes calcified walls and because they 
are often fixed by adhesions. 

Bronchial Cysts —Also known as broncho- 
genic, ciliated, columnar, epithelial, and _re- 
duplication cysts, these growths are believed 
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to be due to a pinching off during embry. 
ologic development of a bit of the foregut or 
tracheal bud which is carried into the medi- 
astinum by the lungs. They possess entoder- 
mal and mesodermal elements and are char- 


Fic. 5, Case 4 


Pericardial celomic cyst in inferior portion of anterior mediastinum at right cardiophrenic angle. 


Fic. 6, Case 5 


Bronchial cyst in posterior mediastinum just anterio to spine. It displaced the trachea anteriorly and to the right and 
the attendant tracheal compression produced obstructive emphysema bilaterally. ‘The esophagus was displaced posteriorly 


and to the right. 
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acterized by a lining of ciliated pseudostrati- 
fied columnar epithelium. The cystic wall 
has fibrous connective tissue and may contain 
mucous glands, hyaline cartilage, smooth mus- 
cle, nerve trunks and elastic fibers. The fol- 
lowing is one of the 3 cases of this type in the 
present series. 

Case 5 (Fig. 6)—T. C. R., a baby girl 18 months 
old, was brought to the Clinic because of noisy breath- 
ing, which had become progressively worse since birth. 
A loud inspiratory stridor and pronounced respiratory 
costal retraction were the principal clinical signs. 
Roentgenograms of the chest revealed an elliptical, 
smooth mass, measuring 2.3 by 4.5 by 4.5 cm., in the 
posterior portion of the superior mediastinum be- 
tween the esophagus and trachea. ‘The esophagus was 
displaced posteriorly and to the right. The trachea was 
displaced anteriorly and to the right and was severely 
compressed causing obstructive emphysema of both 
lungs. The mass, which moved with respiration, was 
thought to represent a mediastinal cyst. Because of 
the respiratory distress an emergency operation was 
done and an adherent cystic tumor containing milky 
white fluid was completely removed with difficulty. 
The histopathologic diagnosis was bronchial cyst. 

Bronchial cysts usually have a diagnostic 
position in the posterior mediastinum in con- 
trast to the previously discussed lesions which 
are located anteriorly. Bronchial cysts are 
closely associated with the respiratory pas- 
sages, commonly lying near or above the bi- 
furcation of the trachea on its posterior sur- 
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face and are usually at or just anterior to 
the spine, whereas solid neurogenic tumors 
are generally in the costovertebral angle. Ir: 
2 of the 3 cases in this series the cysts were 
found in such a position, the third being on 
the anterior side of the tracheal bifurcation 
and because of its large size and anterior ex- 
tension resembled a dermoid cyst. Bronchial 
cysts, however, cast a shadow not usually as 
dense as those of neurogenic tumor or teratoid 
cysts. The true bronchial cyst, devoid of in- 
fection and degeneration due to pressure of 
fluid content, shows no calcification and its 
usual intimate relationship with the trachea 
may allow it to move when the patient swal- 
lows. Since there is a tendency for these cysts 
to increase in size, they usually produce symp- 
toms early in life and are frequently discov- 
ered in children. 


Lymphangiomatous Cysts. — These cysts, 
commonly called cystic hygromas, are rare. 
They are characterized by multiple, variable 
sized, cystic spaces lined by endothelium and 
containing smooth muscle and lymphocytes 
in the walls. They contain a gelatinous, clear 
or brown fluid. The following is the only 
case of this type in the present series. 

Case 6 (Fig. 7).—D. G., a man 39 years old, was 
well until one month before admission when he com- 


Fic. 7, Case 6 


Cystic lymphangioma of anterior mediastinum simulating a dermoid-like cyst though it is devoid of contained calcification. 
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plained of an ache localized to the left side of his 
chest superior and medial to the nipple. This was 
associated with low grade fever and loss of strength 
and weight. Roentgenograms revealed an oval, smooth 
mass measuring 4 by 7 by 10 cm. in the anterior 
mediastinum at the level of the left hilum. It had a 
pronounced transmitted pulsation from the ascending 
aorta and contained no calcification. The preoperative 
diagnosis was anterior mediastinal cyst. A large cystic 
mass was removed with difficulty because of multiple 
adhesions to adjacent structures. The histopathologic 
diagnosis, after examination of a large multiloculated 
evst containing thin, straw colored liquid, was cystic 
Ivmphangioma. 

There are essentially no histologic differ- 
ences between lymphangiomatous and_ peri- 
cardial cysts. However, lymphangiomas are 
multilocular and are composed of a conglom- 
erate group of individual cavities which vary 
greatly in size; pericardial cysts, on the other 
hand, are unilocular. Lymphangiomas are 
intimately incorporated with the various 
structures amid which they are situated and 
are removed with difficulty. Pericardial cysts 
possess no significant growth attachment to 
surrounding structures since the cysts are cov- 
ered by mediastinal pleura. Cystic lymphan- 
giomas are situated higher in the anterior 
mediastinum and are often associated with 
cystic hygroma of the neck whereas pericar- 
dial cysts are typically lower in the anterior 
mediastinum at or near the cardiophrenic 
angle. Lymphangiomas may directly resemble 
dermatoid-like cysts although they do not con- 
tain calcification. 

Esophageal and Gastroenteric Cysts. — 
These extremely rare cysts represent another 
type of embryonic defect occurring within the 
mediastinum. It is thought that they may be 
due to a pinching off of buds from the fore- 
gut, an intrathoracic remnant of the omphalo- 
mesenteric duct, or an embryonic diverticu- 
lum or epithelial remnant with the capacity 
of producing gastric or intestinal mucosa. 
They are lined with esophageal, gastric or in- 
testinal mucosa. 

Williams and Johnson* in a review of the 
literature found 32 examples of intrathoracic 
gastric cysts and added one case of their own. 
They point out that these cysts are usually 
actively secretory and progressively enlarge, 
producing early symptoms. They are there- 
fore discovered early in life as posterior medi- 
astinal masses, located usually in the region 
of the middle third of the esophagus, chiefly 
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on the right, which resemble neurogenic 
tumors (notably ganglioneuromas) in_posi- 
tion but their size and the early appearance 
of pressure symptoms will often aid in differ 
entiation. Their extreme posterior position, 
smooth contour and uniform roentgen densi- 
ty will aid in differentiation from dermoids, 
pericardial and bronchial cysts. 


CONCLUSION 


A study of 20 surgically proved cases of con- 
genital mediastinal cysts shows that analysis 
of the roentgenogram will, in most cases, af- 
ford a good clue as to the probable type of 
cystic tumor present. However, since a defi- 
nite diagnosis cannot be made from the roent- 
genogram, surgical exploration should not 
be denied. 
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CONGENITAL ATRESIA OF THE 
ESOPHAGUS AND TRACHEO- 
ESOPHAGEAL FISTULA* 


By BENJAMIN P. Crark, M.D. 
and 
J. O. Morcan, M.D. 
Gadsden, Alabama 


During the past ten years there has been an 
increasing interest in the diagnosis and treat- 
ment of congenital atresia of the esophagus 
and tracheo-esophageal fistula. During the 
past five years six cases have been treated at 
the Holy Name of Jesus Hospital in Gadsden 
and are the subjects of this report. Two of 
these cases have been successfully corrected. 

The first comprehensive classification of the 
types of congenital defects in this region was 
published by Vogt in 1929: 

Type I, Complete absence of agenesis of esophagus. 

Type II, Atresia of the esophagus without fistula. 


*Received for publication November 17, 1952. 
*From the Departments of Pediatrics and Surgery, Holy 
Name of Jesus Hospital, Gadsden, Alabama, 
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Type II, Atresia with fistula: 

(a) Fistula between the trachea and the upper 
esophageal segment. 

(b) Fistula between the trachea and the lower 
esophageal segment. 

(c) Fistula between the trachea and each esopha- 
geal segment. 

Subsequently Ferguson and others have 
called attention to a Type IV lesion which is 
simply a fistula without atresia, the so-called 
“H” type lesion. . 

Interest in the surgical correction of these 
lesions has been stimulated by the reports of 
Haight,' * Potts,* Longmire,* Swenson,® Dan- 
iel,?, Abbott,> and Weiss and Miangolarra’. 
While the mortality rate remains high in all 
published series, it is constantly being re- 
duced. For such a formidable operation on 
such a small infant the high mortality rate 
may well be rationalized, however, by the 
hopelessness of the prognosis without surgical 
intervention. 

The frequency of the occurrence of this le- 
sion, once considered rare, is well demon- 
strated by the fact that in a small general 
hospital we have treated six cases in a period 
of five years. Turner has estimated that the 
lesion occurs almost as frequently as cleft 
palate and harelip. 

The symptoms presented by these various 
tracheo-esophageal lesions is very similar ex- 
cept in the case of an “H” type fistula with- 
out atresia. The common symptoms are: 

(1) Difficult resuscitation with cyanosis. 

(2 

(3 

(4) Frequent presence of other congenital anom- 

alies (20 per cent). 

(5) Early onset of atelectasis or pneumonia. 


Excessive salivation. 


Vomiting or cyanosis with the first feeding. 


(6) Dehydration after a few days. 

(7) Abdominal distention (if the lower segment 

communicates with the trachea). 

In the “H” type fistula without atresia the 
symptoms are much less striking and are us- 
ually recurrent upper respiratory infections, 
bronchitis, pneumonia, and mild feeding dif- 
ficulties. 

Thus it may be said that a congenital de- 
fect of the esophagus should be suspected in 
any infant who is difficult to resuscitate, who 
has early cyanosis, excessive salivation, cya- 
nosis or vomiting with its first feeding or who 
early develops atelectasis or pneumonia. 
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The importance of early diagnosis cannot 
be overemphasized. As Weiss and Mian- 
golarra’ have pointed out, the greatest hope 
for these infants rests with the physician who 
sees them during the first 15 minutes of their 
lives. By suspecting this lesion he may pre- 
vent these infants from being fed until the 
diagnosis has been definitely established or 
ruled out and thus prevent aspiration pneu- 
monia. 

Diagnosis is relatively simple except in the 
case of the “H” type fistula. A small (No. 8 
or 10 French) catheter is passed through the 
esophagus under fluoroscopic observation and 
a small amount (1 to 2 cc.) of iodized oil or 
iodochloral is injected through the catheter. 
If an atresia exists the catheter will stop and 
the opaque medium will “lake up” in the 
blind pouch. Ifa fistula to the upper segment 
is present the iodized oil will run into the 
trachea and bronchial tree. If gas is present 
in the bowel and an atresia exists a fistula also 
exists. Barium must not be used as a contrast 
medium since it is extremely irritating in the 
bronchial tree. Bronchoscopic examination 
may be necessary in the “H” type fistula as 
the catheter will usually pass readily into the 
stomach. 

Surgical treatment should be carried out 
without delay once the diagnosis is estab- 
lished. If the diagnosis is made during the 
first few hours of life, as it should be, imme- 
diate operation is done. If diagnosis is delayed 
until the infant has developed atelectasis, 
pneumonia and dehydration, twenty-four 
hours may well be spent in correcting the de- 
hydration and instituting treatment with anti- 
biotics. There is never any excuse for delay- 
ing more than twenty-four hours. During 
this period of time constant low pressure suc- 
tion should be used to control the excessive 
mucus. Pulmonary edema develops very easily 
and rapidly in these infants. Therefore, ex- 
treme caution should be used, both pre- and 
postoperatively, not to over-hydrate. It is per- 
haps best to keep them a little on the dry side. 

The operation of choice is a primary end- 
to-end anastomosis of the esophagus with 
closure of the fistula. The approach may be 
made from either side of the chest. We have 
used the left approach in only one case and 
found it more difficult than the right. It is 
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necessary to divide two or more intercostal ar- 
teries and partly mobilize the aorta when 
working from the left. While on the right the 
azygos vein is the only important structure 
which may require division, and it is also an 
excellent landmark. 

The skin incision is made medial to the 
scapula. Subperiosteal resection of a segment 
of the third, fourth and fifth ribs is carried 
out, the intercostal structures are divided be- 
tween ligatures and the pleura exposed. Great 
care should be exercised in an effort to avoid 
damage to the pleura while exposing the 
esophagus and trachea. If the pleura is opened, 
it should be closed immediately if possible; 
otherwise the damaged area is covered with 
gauze. 


The upper end of the lower segment of 
esophagus is ligated close to its attachment to 
the trachea and divided. The upper segment 
or pouch of the esophagus is freed and drawn 
down with an Allis forceps. Occasionally there 
is some difficulty in locating this pouch. This 
can be facilitated by having the anesthetist 
insert a rubber catheter into it through the 
nose or mouth. 


Bringing the two ends of the esophagus to- 
gether without tension is our greatest prob- 
lem. We have found that this can best be ac- 
complished by freeing the upper end as high 
as possible with the finger. Our success at 
gaining length on the lower segment has not 
been very marked. Anastomosis can be facili- 
tated by using a narrow blade right angle 
clamp on each end of the esophagus while the 
first posterior row of sutures is being placed, 
care being taken to save as much length as 
possible. Potts® uses a special fine toothed 
clamp for this purpose. Two rows of inter- 
rupted fine silk sutures with a small round 
pointed atraumatic needle are used to accom- 
plish the anastomosis. We pass a rubber 
catheter through the nose into the stomach 
after the posterior rows of sutures are placed, 
then the anastomosis is completed over the 
catheter. The catheter is left in place. 


It is our practice to drain the extrapleural 
space with a small soft rubber catheter. The 
incision in the muscles and skin is tightly 
closed about the catheter. The lung is com- 
pletely expanded by making pressure on the 
anesthetic bag and a clamp is placed on the 
drainage tube. When the infant is placed in 
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the incubator the tube is attached to a con- 
stant suction of minus 10 cm. of water pres- 
sure. 

We have always done a gastrostomy three 
to five days after the primary operation. Potts? 
now believes that gastrostomy should be 
avoided if possible because (a) the wound is 
apt to become infected; (b) it seems to inhibit 
normal gastric peristalsis; and (c) hemorrhage 
is liable to occur where the tube is in contact 
with the stomach. 


In those cases in which it is not possible to 
bring the two segments of esophagus together 
and accomplish an anastomosis the best alter- 
native is to bring the upper segment of the 
esophagus to the skin surface; doubly ligate 
the upper end of the lower segment, and di- 
vide between the ligatures; and perform a 
gastrostomy. The definitive treatment is de- 
ferred for a later operation. 

In our series of six cases five were Vogt’s 
type III (b); the other was type II. Two cases 
are alive and well; both of these were type III 
(b). One af these developed a stricture at the 
site of the anastomosis which required dilata- 
tion. The four cases which failed to survive 
will be reviewed in summary, the others in 
more detail. 


REPORT OF CASES 


Case 1—This infant weighed 4 Ibs. 6 0z. on admis- 
sion and was type III (b). It was in very poor condi- 
tion and no attempt at an end-to-end anastomosis was 
done. The lower segment of the esophagus was ligated 
at the cardia and a gastrostomy was done. It expired 
on the third postoperative day and an autopsy re- 
vealed peritonitis where the mushroom catheter had 
perforated the gastric mucosa. 

We now realize that the operation carried 
out on this patient was improper even though 
its general condition was very poor. At least 
the tracheo-esophageal fistula should have 
been closed and the lower end of the upper 
segment brought to the surface. Aspiration 
pneumonia is bound to occur if an upper 
blind pouch of the esophagus or a tracheo- 
esophageal fistula is allowed to persist. 

Case 2.—A primary end-to-end anastomosis was cat- 
ried out on this infant who had a type III (b) defect 
but it developed a left pneumothorax and died two 
weeks after operation. Autopsy revealed a perforation 
of the esophagus with mediastinitis, bilateral lobulat 
pneumonia, atelectasis of the left lung, and acute 
hepatitis. 

In our opinion the error in this case was 
that continuous suction was not carried out 
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on the catheter which was used to drain the 
mediastinum. The majority of these patients 
have some leakage at the anastomosis but ex- 
tensive mediastinitis is not likely to occur if 
the area is adequately aspirated, and this will 
also tend to prevent pneumothorax. 

Case 3.—This patient had a type II defect (Fig. 1). 
It was five days of age at admission and had marked 
aspiration pneumonia. On the second hospital day a 
gastrostomy was done and no associated anomaly of 
the intra-abdominal gastrointestinal tract was found. 
Three days after operation the infant died and au- 
topsy showed extensive peritonitis due to leakage of 
gastric contents about the gastrostomy stoma. ‘There 
was also bilateral atelectasis, extensive lobular pneu- 
monia, left subdural hemorrhage and a right tentorial 
tear. An atresia without fistula was demonstrated. 

On account of the intracranial disease this 
patient probably would not have survived 
even had its esophagus been normal. How- 
ever, its death was undoubtedly immediately 
due to the peritonitis and pneumonia. We 
believe the indications in this case were to 
drain the esophagus above the atresia, in an 
attempt to lessen or prevent aspiration pneu- 
monia, and to do a gastrostomy for feeding 


Fic. 1, Case 3 


Vogt type II showing catheter at lower end of upper esoph- 
= segment and absence of gas in the gastrointestinal 
Tact. 
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purposes, deferring definitive surgical treat- 
ment for a later operation. 


Case 4.—This infant was admitted at three days of 
age and operated upon 24 hours later for a type III (b) 
defect. An end-to-end anastomosis was done and the 
fistula closed. However, after operation the infant 
became steadily more cyanotic and died in 16 hours. 
Autopsy revealed lobular pneumonia, atelectasis, dif- 
fuse and focal hemorrhages throughout the lungs, a 
sero-sanguineous pleural effusion with serofibrinous 
pleuritis and hemorrhages in the mediastinum and 
the thymus gland. 


It is our opinion that continuous suction of 
the mediastinum would probably have been 
beneficial in this case. 


Case 5—This patient was a male child born about 
48 hours prior to admission. Birth weight was 7 Ibs. 
12 oz. He had vomited everything from the first and 
had been noted to have excess salivation. No cyanosis 
had been noted. Frequent aspirations had been re- 
quired to keep the child free of mucus. A small rub- 
ber catheter was passed into the esophagus as far as it 
would go and a small amount of iodized oil was in- 
jected through the catheter. X-ray studies revealed 
pneumonia in both bases; gas in the colon and stom- 
ach; and the esophagus was outlined by the contrast 
medium to the level of the third dorsal vertebra 
where it appeared to end in a blind sack (Fig. 2). 


Fic. 2, Case 5 


Vogt type III (b) showing contrast medium “laked up” 
in the upper esophagus, atelectasis of the right upper lobe, 
and gas in the gastrointestinal tract. 
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Twenty-four hours after admission, and after the in- 
fant had been given small amounts of blood and 


fluids intravenously, an operation was done. The 


esophagus was united by end-to-end anastomosis and 
the fistula was closed. 

Postoperatively fluids were given intravenously in 
small amounts including B vitamins, ascorbic acid, 
glucose, amigen® and blood. The infant was kept in 
a premature incubator and given continuous oxygen. 
Three days after the operation small amounts of water 
were given through the tube left in the esophagus. A 
week after the primary operation a gastrostomy was 
done. The course of this infant was stormy for two 
weeks. He developed a transthoracic fistula. He had 
fever which we felt was due to the pneumonia. How- 
ever, after about two weeks he became stabilized, start- 
ed to gain weight and strength rapidly, the fistula 
began to close, and, except for occasional episodes of 
vomiting he did well and was discharged on the forty- 
first hospital day with a weight of 7 Ibs. 10 oz. 

A little over a month later he was re-admitted with 
a history of vomiting. He looked well and weighed 9 
Ibs. He did not vomit while in the hospital and gained 
each day so was discharged in three days. Again a 
month later he was seen in the out-patient depart- 
ment in excellent condition weighing 10 Ibs. 8 oz. 

A positive diagnosis of type III (b) defect 
was readily made by x-ray studies. The blind 
pouch of the proximal portion of the esopha- 
gus was plainly demonstrated and the evidence 
of gas in the stomach and colon showed that 
a tracheo-esophageal fistula existed between 
the trachea and the distal segment of the 
esophagus. It will be noted that an esophageal 
fistula developed about the tenth postoper- 
ative day and that it closed spontaneously. 

Case 6.—This was a female infant whose birth weight 
was 7 lbs. 15 oz. She was seen 24 hours after birth 
because of vomiting and excessive salivation. There 
had been some intermittent cyanosis. An intelligent 
nurse in the nursery had suggested the correct diag- 
nosis. A catheter was passed into the esophagus and 
iodized oil injected. The x-ray film revealed the 
esophagus filled with contrast medium to the level of 
the fourth dorsal vertebra where there was complete 
obstruction. There was evidence of complete atelectasis 
of the right upper lobe. A small area of pneumonitis 
was present adjacent to the right heart border. Gas 
was present in the stomach and gastrointestinal tract 
(Fig. 3). Twenty-four hours later end-to-end anasto- 
mosis was done and the fistula closed. Five days later 
a gastrostomy was done. 

The immediate postoperative course was fairly 
smooth. The infant was given intravenous injections 
of B complex vitamins, ascorbic acid, glucose, amigen,® 
electrolytic solutions and blood. Antibiotics were, of 
course, given both pre- and postoperatively. Feedings 
through the gastrostomy tube were started three days 
after the operation. This infant developed a very 
large transthoracic fistula which discharged consider- 
able pus and a large amount of the milk given through 
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the gastrostomy tube. However, within 15 days after 
the primary operation she was in good condition, gain- 
ing slowly but steadily on oral feedings alone. The 
gastrostomy tube was removed and this wound closed. 
Three weeks later she ceased to gain weight, would 
not take her feedings, vomited, and did not look well, 
She had marked wheezing after attempting to nurse. 
X-rays were then made which revealed a marked stric- 
ture of the esophagus at the site of the anastomosis, 
Attempts at bronchoscopic dilatation were not too suc- 
cessful so another gastrostomy was done for feeding 
purposes and further attempts at dilatation were made, 
Finally these were successful and she was again able 
to gain well on oral feedings and the gastrostomy was 
allowed to close. She was discharged after two and a 
half months in the hospital to continue dilatation on 
an out-patient basis. 

She was re-admitted about a month later because of 
inability to take feedings. X-ray films made at this 
time with a contrast medium revealed that there was 
a marked angulation of the esophagus toward the 
right with a kink at the site of anastomosis. Gastros- 
tomy was again done for feeding and large catheters 
were passed through the esophagus and allowed to 
remain in place for some time. Apparently these 
caused the adhesions pulling the esophagus to the 
right to stretch or turn loose as the esophagus soon 
pulled enough to the midline to permit resumption 


Fic. 3, Case 6 


Vogt type IIL (b) showing contrast medium “laked up” in 
the upper esophagus, atelectasis of the right upper lobe, and 
gas in the gastrointestinal tract. 
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of oral feedings. The gastrostomy was closed and her 
progress has been uneventful since that time. 

We were greatly disappointed when this pa- 
tient developed a large esophageal fistula. 
The anastomosis was apparently very  satis- 
factory with a minimum of tension when it 
was completed. We were again upset when 
she developed the esophageal stricture. We do 
not know how we could have obviated these 
complications. 

DISCUSSION 

We have presented here a series of six cases 
of esophageal atresia with tracheo-esophageal 
fistula in five with a survival rate of 3314 per 
cent. This rate compares favorably with that 
of large teaching hospitals. Successful treat- 
ment of these infants demands early and com- 
plete diagnosis, proper preoperative prepara- 
tion including very careful use of parenteral 
fluids, accurate and skillful surgery, intelli- 
gent postoperative management and superior 
nursing care. These cases should be suspected 
by the obstetrician or general practitioner 
who delivers the infant within the first 15 to 
30 minutes of life and they should be 
brought to operation within the first six hours 
of life. Probably none of our cases could have 
survived had it not been for the skillful 
round-the-clock special nursing care which 
they received. The operation of choice where 
possible is end-to-end anastomosis. A rough 
postoperative course is to be anticipated and 
symptomatic treatment given when needed. 
We believe that with early diagnosis and 
treatment 80 per cent of these infants can be 
salvaged. Teamwork between surgeon, pedia- 
trician, house staff and nursing personnel is 
vital to success. 
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MICROSCOPIC CHANGES OF THE 
CERVIX IN PREGNANCY* 


By O. J. Hayes, M.D. 
and 
J. M. GLenn, M.D. 
Louisville, Kentucky 


One of the most heated discussions pres- 
ently in vogue in the field of obstetrics and 
gynecology is the question of intra-epithelial 
or in situ carcinoma in pregnancy. This par- 
ticular lesion is fast becoming one of the 
most confused issues as far as recognition or 
more particularly therapy is concerned. 

Prior to 1927 very little was known of the 
changes that normally occur in the cervix 
during pregnancy. Stieve' prepared the first 
real basis for this work, and his ideas have 
been more or less accepted. When one hears 
eminent men say, “If carcinoma in situ occurs 
in the non-pregnant uterus, total hysterec- 
tomy is the treatment of choice. When it 
occurs in pregnancy, let it alone and follow 
with repeated biopsies as it will usually be 
reversible,” it is quite apparent that they are 
not talking about the same condition. It is 
the use of the same name on different lesions 
which is the source of confusion. Before the 
fine point of differentiation can be made, a 
more thorough study of normal changes must 
be made so that we may be sure to recognize 
the normal. It was with this thought that 
the following study was made. 


TECHNIC OF BIOPSY 


All biopsies were taken with the usual 
punch biopsy forceps, with the exception of 
the delivery specimens. These specimens 
were taken with scissors, getting a V-shaped 
portion of tissue. The area was closed with 
figure-of-eight sutures. In the prenatal and 
postpartum group an effort was made to get 
the specimens at two representative areas of 
the cervix. 


Biopsies taken in the second and _ third 
trimesters had rather brisk bleeding, with 
the third trimester, of course, being the worst. 
Many technics were tried to control the im- 
mediate hemorrhage. Silver nitrate, pressure 


*Read in Section on Obstetrics, Southern Medical Associa- 
tion, Forty-Sixth Annual Meeting, Miami, Florida, November 
10-13, 1952. 

*From the University of Louisville School of Medicine and 
the Louisville General Hospital, Louisville, Kentucky. 
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packs, and gelfoam® were all tried without 
satisfactory results. When these methods 
were used the whole procedure was time con- 
suming and the blood loss was considerable. 

The technic which produced the quickest 
and best results was as follows: 

The area to be biopsied was grasped with 
the punch biopsy forceps and the forceps 
were left clamped in place for three to four 
minutes to allow thrombosis and crushing 
of the vessels. The biopsy was then twisted 
off and the area immediately cauterized thor- 
oughly with actual cautery. In practically 
all cases the bleeding was immediately con- 
trolled. No packs of any sort were used. 
The patients were thoroughly instructed to 
return to the clinic immediately if the bleed- 
ing was in excess of spotting for a forty-eight 
hour period. All biopsy cases were checked 
in seven to ten days following biopsy, and 
healing was practically complete at this time. 

Of the eighty cases done in the clinic only 
one patient reported back because of bleed- 
ing. Very slight cauterization was all that 
was required to stop the bleeding. No other 
cases had any post-biopsy bleeding in excess 
of slight spotting for twenty-four hours. 


Abortion occurred in only one case which 
could possibly be associated with this proce- 
dure. This girl was ten weeks pregnant. 
She was biopsied and in about six hours de- 
veloped cramps and bleeding. She aborted 
spontaneously twenty-four hours after biopsy. 
No other case of abortion occurred. There 
was no case of premature labor which oc- 
curred soon enough after biopsy to be asso- 
ciated with the procedure. 

The cases biopsied at delivery had no post- 
partum complications, and their hospital stay 
was not lengthened. 


MATERIAL 


Material for this study came from the 
Louisville General Hospital, Prenatal and 
Postpartum Clinics. 

The material was divided among five 
groups of patients. These five groups were: 
(1) first trimester; (2) second trimester; (3) 
third trimester; (4) delivery, and (5) post- 
partum at six weeks. 

The cases in which the cervix was abnor- 
mal for any reason were omitted from the 
series. Cases of acute infections were not 
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taken for obvious reasons. Toxemia pa- 
tients were also omitted with the feeling that 
edema might not give a true picture of nor- 
mal changes. Any patient who was com. 
plaining of cramps or symptoms of impend- 
ing labor was also omitted. Every case 
biopsied was chosen as being fairly normal 
for our clinic patients, with no gross lesions 
present. 


In adapting a pattern for review of the 
microscopic slides the plan described by Nes- 
bitt and Hellman? was used. In reviewing 
the literature there was such a marked vari- 
ation of terminology that considerable con- 
fusion was encountered. To overcome this 
a definite pattern was set up and followed on 
each slide. Even with this method there is 
room for considerable individual variation 
in the interpretation of the specimen. 


The method of review was divided into (1) 
squamous epithelium; (2) glandular structure 
and epithelium, and (3) changes of the 
stroma. 


The squamous epithelium shows definite 
changes which are quite characteristic of preg- 
nancy. The whole layer becomes thicker 
and looser in character. The cells are clear 
and arranged in their normal pattern. The 
greatest interest is in the basal cell layer 
where hyperactivity of varying degrees be- 
comes evident. The amount of basal cell 
hyperactivity has been divided into three 
grades. Grade I consists of an increase in the 
number of the basal layer cells from the 
usual thickness of one to two layers to six 
or seven layers, or to a point occupying 
about one-fourth of the total thickness. There 
is a corresponding increase in mitotic figures 
and anaplasia of the cells with no loss of 
polarity and no invading of the basement 
membrane. Grade II is an increase with sim- 
ilar changes up to one-half of the thickness 
of the epithelium. Grade III involves the 
entire thickness of the epithelial layer with 
hyperchromatism of the nuclei and many 
mitotic figures. The differentiation between 
intra-epithelial carcinoma and Grade Ill 
hyperactivity is a fine one, but as Young, 
Hertig, and Armstrong* note, the amount 
of hyperchromatism and degree of differen- 
tiation are the important features. Epperson 
showed an over-all incidence of basal cell 
hyperactivity of 19 per cent in the pregnant 
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cervix, while Nesbitt and Hellman described 
an incidence of 6.8 per cent. 


The changes of the endocervix or glandu- 
lar areas have been classified into four groups. 
Glandular hyperplasia is the simple increase 
in the total number of mature glands. Nes- 
bitt and Hellman report an incidence of 28.7 
per cent. Glandular epithelial hyperplasia 
is a piling up of the tall columnar cells with 
basal located nuclei within the glands them- 
selves, so that instead of there being one 
layer present there appear to be three or four 
layers. Cowen and Green report an inci- 
dence of 32 per cent of this change, while 
Nesbitt and Hellman report a 47.4 per cent 
incidence. 

A third characteristic change is that of 
adenomatous glandular hyperplasia. When 
the glandular epithelium undergoes hyper- 
plasia it retains in many instances its gland 
forming potentialities, which results in the 
formation of many small immature glands. 
If this process is marked, a true adenomatous 
pattern may develop. This picture has been 
described as “glands within glands.” Nesbitt 
and Hellman report a 44.1 per cent incidence 
of this change. 


Squamous metaplasia or epidermization 
has been discussed on numerous occasions, 
but there has been no complete agreement 
concerning its nature or significance. It 
varies from very small] isolated foci to almost 
complete replacement of the entire endocer- 
vical columnar epithelium by pseudostrati- 
fied squamous epithelium. This lesion is 
seen most frequently at the squamo-columnar 
junction. Meyer? says that this lesion results 
from the healing of erosions and arises from 
the basal layer of cells of the portio vaginalis 
which undermines the columnar layer of epi- 
thelium. Carmichael and Jeafferson® say 
that squamous metaplasia develops as a re- 
sult of the reserve or basal cells of the endo- 
cervical epithelium, which are remnants of 
the primitive cervical lining epithelium. They 
feel that these cells have a latent potentiality 
for proliferation and differentiation when 
the proper stimulus is present. In the proc- 
ess of hyperplasia or proliferation they push 
up the columnar epithelium so that it be- 
comes low columnar or cuboid and finally 
appears to degenerate or atrophy. Various 
incidences of epidermization of the pregnant 
cervix are: Nesbitt and Hellman, 62.7 per 
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cent; Cowen and Green, 54.2 per cent, while 
Murphy and Herbut® report an 18 per cent 
incidence. 


The most constantly reported changes in 
pregnancy occur in the stroma of the cervix. 
There is an increase in vascularity which is 
directly proportional to the duration of the 
gestation. At term the stroma is almost angi- 
omatous in character. An increase in edema 
accompanies the vascularity until at term the 
edema is so marked as to cause a thinning 
appearance of lessened support. 


Inflammatory reaction has been described 
as varying from a few round cells to a diffuse 
infiltration of various types of cells in asso- 
ciation with granulation tissue and necrosis 
of the epithelium. Fluhmann? in discussing 
cervicitis of pregnancy found an incidence 
of marked involvement in 28.1 per cent of 
the cases; moderate in 37.5 per cent, and 
minimal in 34.4 per cent. Murphy and Her- 
but showed an incidence of 64 per cent. Nabo- 
thian cysts are considered along with cervi- 
citis, but are not included unless there has 
been enough intracystic pressure to cause 
flattening of the epithelium so that the cyst 
may be seen grossly on the slide. 


The last stromal change found is decidual 
reaction. Swollen and edematous stromal 
cells very often resemble decidual cells. A 
true decidual change requires the presence of 
cells resembling closely those of the endo- 
metrium. Nesbitt and Hellman found a 
true decidual reaction in 45.2 per cent of the 
cases. Murphy and Herbut found an inci- 
dence of 22 per cent. Sheets* describes an 
incidence of 40 per cent decidual reaction 
at the time of delivery. 

The foregoing has briefly given the changes 
and terminology currently appearing in the 
literature. Nesbitt and Hellman have been 
quoted frequently since their definitions and 
descriptions have been followed as a pattern 
for this study. 


The findings which we obtained are gen- 
erally in keeping with those reported. The 
differences in percentages are due to the 
marked individual variation which is pos- 
sible in viewing the slides. In studying hyper- 
activity there was little or no trouble in 
grading the amount present. However, the 
process in many cases did not follow along 
the whole epithelial layer, but occurred most 
frequently at the squamo-columnar junction. 


) 
ae 
> 
4 
a 
j 
| 
) 
} 
> 


756 SOUTHERN MEDICAL JOURNAL 


If any hyperactivity at all was present it was 
reported. In the great majority of slides, 
hyperactivity cf Grade I occurred only at 
the junction in very minimal amounts. 

The squamous epithelium assumed a very 
characteristic pattern, becoming extremely 
typical in the second trimester, as shown in 
Figure 1. The superficial cells ballooned 
up; the cytoplasm became quite pale and 
took very little stain, and the nuclei took 
about the only stain present. The rete pegs 
from the corium went close to the surface, 
producing a regular type of acanthosis. There 
was a marked looseness of the epithelium 
with an absence of keratosis. 

The metaplasia of the pregnant cervix was 
extremely interesting in that it occurred in 
all trimesters and might be as great in the 
first trimester as in the third. It varied in 
amounts from small focal areas to massive 
areas of replacement (Fig. 2). In many cases 
it was quite orderly on the surface and was 
no problem to diagnose. Other cases showed 
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areas of hyperactivity occurring in meta- 
plasia which were thought-provoking in ap. 
pearance, as is clearly shown in Figure 3. Since 
metaplasia develops from the basal layer of 
the cells, it is not unusual for it to assume 
this appearance. A clear understanding of 
this method of production will often clear 
up a confused picture of this type. 

Decidual reaction occurred rather infre- 
quently, the earliest in our series being in 
the second trimester (Fig. 4). 

In the third trimester the glandular areas 
underwent hyperplasia with an apparent out- 
growing or ectropion type of lesion. This 
made biopsy at this time difficult if squamous 
epithelium was to be obtained. Very often 
only endocervix was present in the biopsy 
material. 


In general, in this series the changes oc- 
curring in the cervix during pregnancy were 
not too startling. There was a_ progressive 
edema and vascularization directly propor- 
tional to the duration of the pregnancy. 


Fic. 3 


Fic. 2 


Squamous metaplasia of cervix in pregnancy. 


Fic. 4 


Decidual reaction of cervix in pregnancy. 
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The surface epithelium assumed the pre- 
viously described pattern in a progressive 
manner also. Isolated cases of decidual re- 
action occurred from the second trimester on. 

The amount of cervicitis increased with the 
duration of pregnancy until there was a 
rather marked inflammatory reaction at term. 

Glandular hyperplasia reached its peak in 
the third trimester, and a marked ectropion 
effect was present in many Cases. 

Epidermization occurred sporadically in all 
trimesters with no apparent relation to the 
duration of pregnancy. It was orderly in all 
but one case and was typical in its appear- 
ance. 

Basal cell hyperactivity in areas of meta- 
plasia was rather infrequent, and the Grade 
Ill variety occurred only once. 

The specimens taken at delivery had 
reached the peak of vascularity and edema. 
The mucosa continued to show the charac- 
teristic type of epithelium. However, at de- 
livery there was a marked out-pouring of 
polymorphonuclear leukocytes into the sur- 
face epithelium, producing in reality a muco- 
sitis (Fig. 5). This same type of change evi- 
dently occurs in the fallopian tubes at term, 
as evidenced by segments of tube taken at 
postpartum ligation. 

There is marked hemorrhage at this time 
from delivery itself. It has been reported 
previously that most of the glandular epi- 
thelium is cast off from the cervix in labor 
with the mucous plug. This was not the rule 
in our series, as glandular epithelium was 
present in normal amounts in over 80 per 
cent of our cases. This glandular epithelium 
showed the usual glandular hyperplasia to 
a great degree. 


Fie. 5 


Inflammatory reaction of pregnancy in cervix at term. 
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In the postpartum group the exudative 
process had disappeared in general. The 
keratin layer had begun to reform and the 
surface epithelium had lost its edematous 
pattern. The glandular epithelium was 
taller and the glands not dilated. The glands 
had assumed the picket fence type, with an 
orderly basement’ membrane. The stroma 
had lost its edema, and there was marked 
thickening of the vessels as part of the in- 
volutional changes (Fig. 6). many _ in- 
stances hemosiderin was present from the 
delivery hemorrhagic change. 

In this group of 100 patients all of the 
changes which occurred were in general not 
contusing or difficult from the diagnostic 
point of view. They were very set, progres- 
sive changes proportional to the duration of 
gestation, but they do give one a basis on 
which to evaluate lesions which do occur in 
pregnancy, and in many instances cause a 
mistaken diagnosis of epidermoid carcinoma. 


Table 1 shows a summary with the per- 


SUMMARY 


Nesbitt Louisville 

an General 

Hellman Hospital 

Per Cent Per Cent 
Hyperactivity, Grade 1 5.5 27.5 
Grade 2 0.68 2.5 
Grade 3 0.68 0.0 
Glandular hyperplasia 28.7 48.7 
Glandular epithelial hyperplasia 47.4 ; 8.8 
Adenomatous hyperplasia 44.1 6.3 
Squamous metaplasia 62.7 43.0 
Cervicitis 88.3 94.0 
Decidual reaction 45.2 6.2 
Nabothian cysts 57.0 16.0 


TABLE 


Involution of stroma of cervix postpartum. 
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centages of all the changes, and a comparison 
of Nesbitt’s and Hellman’s comparable work. 
The real point of this summary was, as men- 
tioned, to form a ground work for a few of 
the more common lesions which occur in preg- 
nancy. We have gone through the files and 
compiled some cases which are representative 
of the more controversial lesions occurring 
in pregnancy. 

The small polyp or wart appearing on the 
surface of the cervix occurs fairly frequently. 
Metaplasia occurs in the lesions, and they 
are often confused with epidermoid carci- 
noma. This is usually an Edmonson? lesion, 
a piling up of squamous epithelium with a 
keratinizing effect. Edmonson describes these 
lesions as varying from small pearly white 
areas to papillomas raised to two or three 
centimeters, usually occurring on the ecto- 
cervix near the os. Microscopically they vary 
from simple thickening of the squamous epi- 
thelium to greatly thickened, irregular epi- 
thelial units indiscriminately fused together 
with confluent ring papillary stalks. 

Figure 7 shows a slide of a patient who was 
four and one-half months pregnant with a 
small, white, warty type of lesion on the 
cervix near the external os. This was twisted 
off without difficulty. The microscopic pic- 
ture is one of an Edmonson lesion of preg- 
nancy. A careful history as to the location 
of the lesion will aid in diagnosis. 

Figure 8 shows a patient who had a pearly 
white plaque which was biopsied during her 
pregnancy. The area of hyperactivity can 
easily be compared with the normal epithe- 
lium of pregnancy. The change from the 
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normal was quite abrupt. Dyskeratotic cells 
are very marked in the active layer and are 
found throughout the entire thickness. This 
patient received no therapy, delivered from 
below, and on repeated biopsies no lesion was 
found. She has recently delivered again from 
below, and her cervix is clean. This biopsy 
is four years old. This type of lesion is 
entirely different from other lesions in our 
series, and in the opinion of many would 
be called intra-epithelial carcinoma. The def- 
inite basement membrane which is intact 
eliminates invasion in this section. 

The next patient had a suspicious polyp 
which was biopsied during pregnancy show- 
ing atypical metaplasia. She delivered from 
below, and Figure 9 shows the slide made 
from a biopsy at six weeks postpartum. 

This patient had a total abdominal hyster- 
ectomy and serial sections of the cervix showed 
invading carcinoma (Fig. 10). 

In all organs of the body, tonsils, esopha- 


Fic. 8 


Questionable carcinoma in situ of cervix in pregnancy. 


Fic. 7 


Edmonson type of lesion of cervix in pregnancy. 


Fic. 9 


. . . 
Carcinoma in situ of cervix in pregnancy. 
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gus, breasts, and so on, the presence of in situ 
carcinoma and invasive carcinoma at the 
same time is very common. Apparently the 
cervix is no exception. In the above case 
the polyp attracted our attention, but the 
changes were significant enough to demand 


Fis. 11 


Fic. 12 


Hyperplasia of epithelium in pregnancy. 
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further biopsy. The malignant area had not 
broken through the epithelium, and there 
was no lesion visible in the area from which 
this biopsy was taken. 


Figure 11 is a biopsy taken at thirty-three 
weeks of pregnancy. It is a high power view 
showing the marked basal cell activity with 
the large nuclei. There is complete loss of 
polarity and mitotic figures are present. In 
the whole section, the basement membrane 
was intact, and no areas of invasion could be 
demonstrated in that biopsy. A cesarean-total 
hysterectomy was done on this patient, and 
on serial sections definite invasion was dem- 
onstrated. 

Figure 12 is from a biopsy taken at term 
and thought originally to be intra-epithelial 
carcinoma. The patient received no treat- 
ment, and has been well for eighteen years. 
The picture is one of the warty-like growths 
with hyperplasia of the superficial cells typi- 
cal of an Edmonson lesion and is benign. It 
was shown for comparison to the previous 
cases. 

The largest percentage of cases called car- 
cinoma of the cervix occurring during preg- 
nancy which have cleared without treatment 
have been of this type. It is the hyperplasia 
of the surface epithelium producing a ver- 
rucous type lesion. These lesions do not 
fulfill the criteria for either in situ or inva- 
sive carcinoma, nor do they need treatment 
for they are reversible and benign. 


SUMMARY 


(1) A histological study of 100 consecutive 
cervices during pregnancy has been presented. 
The changes observed corroborate fairly 
closely those expected to occur, and have 
been of academic interest only. On the other 
hand there is no indication that pregnancy 
should lead to serious errors in diagnosis. 

(2) Cancer of the cervix in pregnancy, 
whether it be intra-epithelial or invasive, is 
not histologically different from the same 
lesion in the non-pregnant uterus. 


(3) The opinion held by many that intra- 
epithelial carcinoma in pregnancy is a_re- 
versible lesion is completely lacking in proof. 
The popularity of the diagnosis of in situ 
carcinoma has probably led to the inclusion 
of many questionable cases, since the lowest 
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histological level for diagnosis of cervical 
cancer has not been established. 


(4) The finding of the intra-epithelial car- 
cinoma in either the pregnant or non-preg- 
nant uterus should demand the examination 
of the entire cervix for proof of non-infiltra- 
tion. The co-existence of in situ cancer and 
invasive cancer is entirely too frequent to be 
ignored in all organs of the body as well as 
the cervix. 
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DISCUSSION (Abstract) 


Dr. Willis E. Brown, Little Rock, Ark.—We con- 
ducted a similar experiment a few years ago which 
was reported to the Southwestern Surgical Congress. 
This manuscript with the slides and tables which ac- 
company it shows a tremendous amount of carefully 
conducted work. 


I am inclined to view the term “carcinoma in situ” 
as a misnomer. I cannot see how cancer that is de- 
fined as an invasive, metastasizing and destroying 
tumor of epithelium can be “in situ.” Cancer cannot 
remain in situ and at the same time be a cancer. 
Since this situation exists, it is not surprising that we 
have a tremendous amount of confusion in the utili- 
zation of this term, which has been implied by the 
authors. 

The pathologists have notoriously led us astray in 
areas of functional disturbance in the reproductive 
tract in women. For a long time they insisted that the 
physiological round cell infiltration in the premen- 
strual endometrium was chronic endometritis. Like- 
wise, they have failed to recognize other evidences of 
functional change within the reproductive tract. The 
gynecologists are frequently at odds with the general 
pathologist in his failure to recognize the functional 
changes as being physiological rather than patholog- 
ical. The authors are to be complimented on being 
their own pathologists. Until we assume some re- 
sponsibility for bringing to the interpretation of the 
slides our knowledge of the functional possibilities of 
the uterus, many errors will occur. Perhaps that is 
the most important contribution which the authors 
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have made to our knowledge of the microscopic 
changes in pregnancy. 

We must treat the woman who is hooked upon this 
uterus, and not permit the general pathologist to tell 
us how to treat the uterus. 

In our desire to predict the future, we have gone 
to great lengths to find the earliest possible changes 
which might signify the subsequent development of 
malignancy. We have coined the term “carcinoma in 
situ” (which I personally deplore) and “pre-cancer.” 
Perhaps, “pre-cancerous” is the better term although 
it does not give us much help. 

If it is precancerous, how “pre” is it? The woman 
who develops carcinoma of the cervix at the age of 
40 obviously was precancerous at the age of 20. Ex- 
perience has tended to indicate that even the un- 
equivocal changes which we recognize as being pre- 
cancerous will frequently give us from three to five 
years after such changes prior to the onset of inva- 
sion and true malignancy. 


The authors tend to decry an inconsistent approach 
to the problem of this cellular disturbance, implying 
that we should not utilize one method of management 
in the gravida and another method of management 
in the non-gravida. With this I disagree. As gyne- 
cologists, we have long utilized this discrimination 
which, to me, represents the acme of the art of the 
practice of medicine. 

May I illustrate by the use of the myomectomy in 
the infertile woman for uterine myomas, and the hys- 
terectomy for the older woman. Again, as to the 
young adolescent girl with menorrhagia, we treat her 
medically while in the older woman with functional 
bleeding, we recommend hysterectomy. And finally we 
may construct an artificial vagina for the young woman 
and obliterate it in the older woman with a prolapse. 


Such apparent inconsistencies, then, are a part of 
our art and I would urge us not to forget them. 


A young woman who is pregnant and has a pre- 
cancerous lesion is entitled to her baby unless one has 
unequivocal proof that this is an invasive lesion. The 
woman is entitled to her career just as the physician 
with a coronary is entitled to-his. 

Be conservative in these young women who show a 
lesion that is not obviously an invasive carcinoma, even 
though it may be a precancerous lesion. 

The authors have made some very important con- 
tributions to our knowledge, but perhaps the most im- 
portant result of this study has been their own educa- 
tion. I well remember the hours that I spent pouring 
over a similar series of cervical biopsies and the con- 
fusion which existed in my mind at the outset. When 
1 had concluded our study, | was equally satisfied, as 
are the authors, that you can distinguish carcinoma 
from other lesions and can decide which lesions are 
serious, 


I think the second contribution which these authors 
have made is to emphasize the need for a review by 
gynecologists of the physiological changes in the re- 
productive organs. We can no longer rely on the gen- 
eral pathologist to tell us what to do, 
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In summary, | should like to suggest that this paper 
and this topic merit careful consideration for it is of 
extreme importance. I am sure that to those of you 
not familiar with the study of microscopic slides, it 
sounds a little bit hypothetical. 

First, I am doubtful that there is an entity of “car- 
cinoma in situ” for cancer to me is an invasive lesion. 
There may be a precancerous lesion. 

Secondly, I think the authors have proven that we 
should be our own pathologists and bring to the study 
of these slides the clinical skills of our discipline. We 
must treat the woman, not the uterus. 


Lastly, a woman is entitled to her career; let us be 
conservative and not deprive her of the privilege unless 
we have unequivocal evidence that she has a destruc- 
tive lesion. 


Dr. Richard H. Fischer, Washington, D. C.—The 
paper of Dr. Hayes and Dr. Glenn adheres to the 
school of thought that contends that basal cell hyper- 
activity in the squamous epithelium of the cervix is 
a change characteristic of pregnancy. Even when this 
process involves the full thickness of the squamous 
layer, it can still be microscopically differentiated 
from carcinoma in situ, although this differentiation 
isa fine one. Carrow and Greene, however, say “no 
typical pregnancy changes were noted in the stratified 
squamous epithelium.” The microscopic diagnosis 
of carcinoma in situ during pregnancy, therefore, must 
present no particular problem to them. Epperson and 
Galvin say “the dividing line between hyperactivity 
of the basal layer and intra-epithelial carcinoma is 
a fine one and requires expert judgment and pro- 
longed experience.” To these investigators, as well 
as to today’s author, this histologic pattern must give 
rise to considerable thought and concern. 


To enable us to evaluate these conflicting points 
of view, let us look more closely at their work. Epper- 
son studied 752 biopsies from 286 patients and re- 
ported two instances of “what would have been called 
in non-pregnant women ‘intra-epithelial carcinoma.’ ” 
All of these patients had grossly normal cervices. 
These two cases, as well as three such cases seen the 
year preceding this study, have now been followed for 
periods ranging from two to twenty months. Fre- 
quent tissue studies have failed to show anything but 
normal squamous epithelium. 

Carrow and Greene studied 69 biopsies from 54 
patients with grossly normal cervices and 88 biopsies 
from 29 patients with gross lesions. In this latter 
group, they reported seven cases in which the micro- 
scopic diagnosis of pre-invasive squamous carcinoma 
was made, an incidence of 24 per cent. Of these pa- 
tients, two had cesarean hysterectomies at 38 weeks, 
three had complete hysterectomies at 10, 14, and 24 
weeks of pregnancy, two were unavailable for follow- 
up, and one was still pregnant at the time of their 
Teport. In all cases operated upon, there was no 
change in the postoperative diagnosis. 

It seems to me that the term “carcinoma in situ” 
is becoming a serious trouble-maker. ‘There now ap- 
pear to be three major classes of problems arising 
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from its use. The first of these, and probably the 
least important, is the group of patients subjected 
to unnecessary major surgery because the word “car- 
cinoma” has appeared in the tissue diagnosis. The 
second group consists of those unfortunates subjected 
to simple total hysterectomy for carcinoma in situ 
who postoperatively are shown to have stromal and 
lymphatic invasion. These women have been sub- 
jected to a hazard over and above that occasioned by 
the presence of cancer itself. It is our opinion that 
all too often invasive cancer can be demonstrated by 
serial studies in those cervices which were thought to 
contain a preinvasive lesion. These two histologic 
phenomena may lie but a few millimeters apart, em- 
phatically demonstrating the need for thorough study 
of any cervix where isolated biopsy has revealed car- 
cinoma in situ. Intelligent therapy is completely de- 
pendent upon thorough study of the type and extent 
of the lesion present. We support Dr. Hayes in his 
statement and point out that the post-hysterectomy 
patient is a poor candidate for further therapy when 
invasive carcinoma is found in the removed specimen. 
The third problem concerns the destruction of preg- 
nancy in women whose cervices contain a lesion, the 
true nature of which is not fully understood. There 
seems to be little concrete data available to support 
such drastic actions as the removal of the pregnant 
uterus at the tenth week of gestation for an equivocal 
lesion in the cervical epithelium. We are in no po- 
sition here today to reach a final decision as to what 
is right and what is wrong in the management of 
this pre-clinical lesion, but Dr. Hayes has pointed out 
the need for further and complete study when this 
diagnosis arises and with that I wholeheartedly con- 
cur. 


Dr. Hayes (closing)—We have to make up our own 
minds, as Dr. Brown has made up his, as to whether 
there is such a thing as an in situ carcinoma. There 
is some question in my mind as to whether it is a 
clinical entity, and we must not depend on biopsies 
for diagnosis of this condition. We must give the 
pathologist tissues with which to work, either from a 
cone of the cervix which is usually most adequate, or 
by some other means so that we have sufficient ma- 
terial to survey the area involved. 

We have had the same experience as Dr. Fischer 
and have found in situ carcinoma in one spot and 
invasive carcinoma in the other. We feel that if a 
diagnosis is presented of in situ carcinoma, there is 
a very good chance that one is dealing with an invad- 
ing lesion all the time. 

In Dr. Brown’s statement about one’s responsibility 
to the woman, I heartily concur. If one encounters 
a suspicious lesion in a young woman, he is obligated 
to obtain enough tissue for complete proof of non- 
infiltration before any treatment whatsoever is in- 
stituted. 

We have not interrupted any pregnancies at Louis- 
ville on the basis of biopsy alone. The ones that have 
been operated upon have been done well after the 
period of viability, the earliest at 33 weeks. 


j 
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A CLINICAL METHOD OF DETERMIN- 
ING PELVIC DISPROPORTION 
IN PREGNANCY* 


By NorMan M. Hornstein, M.D. 
Southport, North Carolina 


In the last month of pregnancy, the ob- 
stetrician is often confronted with the prob- 
lem of an unengaged fetal head and the possi- 
bility of pelvic disproportion. Contraction of 
the inlet or midpelvis may preclude delivery 
by natural means. The question of greatest 
practical interest is whether the pelvis is of 
adequate dimensions to allow transmission of 
the fetal head. Although x-ray pelvimetry is 
of great value, the obstetrician continues to 
derive a professional sense of satisfaction from 
any digital method of determining whether 
the pelvis is adequate for delivery. 

Most clinical methods are offshoots of 
Munro Kerr’s technic. They involve manual 
pressure on the fetal head through the ab- 
dominal wall concomitantly with vaginal ex- 
amination to determine the extent of descent 
and possible overlapping of the pubic sym- 
physis. One method involves placing the pa- 
tient in a semi-sitting position to aid descent. 
Very often, these clinical methods will obviate 
the need for x-ray examination. However, 
they often fail. The head remains high in 
some cases in spite of the fact that x-ray 
pelvimetry and later the test of labor and 
normal course of labor reveal the absence of 
disproportion. 

The method about to be described was dis- 
covered in 1947 when a primipara at term 
was sent to the radiologist for pelvimetry. On 
vaginal examination, the head was barely dip- 
ping into the pelvis. No descent could be ob- 
tained by manual means. 

Yet the x-ray plates showed the presence 
of a deeply engaged fetal head. This ap- 
peared paradoxical. With a morsel of doubt 
as to whether pictures of the correct patient 
had been exhibited, the radiologist was sub- 
mitted to questioning in regard to this de- 
tail. He explained that the marked engage- 
ment of the head was merely the result of 
the use of the standing position for this ex- 
posure. 


*Received for publication December 19, 1952. 
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The primipara was again examined in the 
orthodox lithotomy position. There was no 
change of station, and the head was again at 
the pelvic brim. She was then subjected to a 
vaginal examination in the standing position. 
The head had now descended to the ischial 
spines. As digital examination had revealed 
an ample outlet, normal labor was antici- 
pated, 


Thenceforth, vaginal examination under 
aseptic conditions in the erect position was 
used routinely in cases presenting an un- 
engaged head towards the termination of 
pregnancy. In order to give the force of grav- 
ity ample opportunity, the patient walks 
about the room for several minutes before 
the examination. She then places her hands 
on a table and bends her trunk slightly for- 
ward at the hips. The examiner sits on a low 
stool behind the patient. After the insertion 
of the examiner’s digits, the patient extends 
her hips. The fetal head is now felt in re- 


lation to the bony landmarks. If the presence 


of the head is now felt deep in the pelvis, 
an ample inlet is present. 


The value of this method is shown by the 
following case history. 


Mrs. W., age 21, gravida 1, para 0, had her last 
menstrual period March 1, 1949. The expected date 
of delivery was December 8, 1949. The patient was 
only 4 ft. 9 in. tall and weighed 82 pounds before 
pregnancy. Her husband was a large muscular man 
weighing 200 pounds. 


This paturient with the dimensions of a small girl 
married to a heavily built male presented a case which 
demanded elimination of the possibility of obstructed 
labor if vaginal delivery was contemplated. She had 
already been advised by an obstetrician to have a 
cesarean section because of a small pelvis. 


During the last month of pregnancy, a large fetus 
was palpated. The head was above the pelvic brim 
at all times when the patient was examined in the 
standard lithotomy position. No change of station was 
evinced by Munro Kerr’s method. However, when she 
was examined in the standing position, the potentiali- 
ties of her pelvis for vaginal delivery were proven by 
the descent of the head to one finger above the 
ischial spines. 

Labor commenced at 6:30 p.m. on December 3, 
1949. The fetal head was still at the pelvic brim when 
examined with the patient in the orthodox lithotomy 
position. Four hours later, there was no doubt about 
the absence of disproportion. The head was at the 
ischial spines. Caudal analgesia was instituted, and the 
patient was delivered by an easy low Kielland forceps 
rotation from LOT to LOA and extraction after 
episiotomy. The infant was exceptionally large con- 
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sidering the diminutive size of the mother. It weighed 
8 Ib. 1 oz. 

A postpartum check-up revealed a normal intact 
perineum with first degree healing; excellent tone of 
the vaginal musculature; and a normal, non-lacerated 
cervix. 

DISCUSSION 


One of the factors affecting the discernible 
degree of engagement is gravity. Examination 
in the standard lithotomy position may cre- 
ate a false diagnosis of high station which 
is corrected by having the patient assume the 
erect position. This method has proven of 
value to the author in other cases besides 
the ones reported. 


FAMILIAL BENIGN CHRONIC 
PEMPHIGUS* 


REPORT THIRTEEN YEARS AFTER FIRST 
OBSERVATION OF A NEW ENTITY 


By Howarp Hairy, M.D.+ 
Atlanta, Georgia 


In 1939 familial benign chronic pemphigus 
was the name selected by the essayist to desig- 
nate a disease of the skin which was thought 
to be a new entity. Since the publication of 
my first report and second report, there have 
been numerous confirmations of my original 
work. These confirmations have consisted of 
published reports, verbal reports, and corre- 
spondence which included case reports, photo- 
micrographs and colored pictures from my 
colleagues in America and abroad. The con- 
sensus of opinion among the leading derma- 
tologists is that familial benign chronic pem- 
phigus is a distinct entity. A very small mi- 
nority has contended that it is a variant of 
several other dermatologic conditions. Some 
few have concurred in the original report 
as to the priority of a new entity but suggest 
other names which have not improved in the 
description of the disease over the one selected 
by the essayist. 

The disease is familial; it is benign; it is 
chronic; and the lesions appear, resemble, and 
behave like the lesions of true pemphigus. 
Furthermore, the histo-pathological picture 


*Received for publication November 28, 1952. 
*Read before the Tenth International Congress of Derma- 
tology, London, England, July 21-26, 1952. 
tFormerly Associate Clinical Professor of Dermatology, 
ry University School of Medicine, Atlanta, Georgia. 
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(if sufficient slides from various biopsies are 
studied) follows a pattern and presents charac- 
teristics which confirm the clinical diagnosis 
except when the pathological studies are be- 
ing considered by a biased mind. 


The cause is not known. It usually first 
appears in young adults. 


The primary lesions begin as vesicles and 
bullae. They spread rapidly, most commonly 
occur about the collar region, axillae and 
groins. I have seen the lesions on practically 
all parts of the body including the scalp, ex- 
tremities, peri-anal region and hands. The 
vesicles or bullae rupture early and impetig- 
inous-like crust formation follows. Burning 
or itching may occur. Painful regional lymph 
nodes are sometimes present. In several dif- 
ferent patients I have frequently demonstrated 
Nikolsky’s sign (gentle pressure with the fin- 
ger or a blunt instrument over a bulla will 
cause the serum to advance and separate the 
layers of epidermis). In the course of several 
days to several weeks the lesions heal. There 
is no subsequent scarring or atrophy. Tempo- 
rary increase or decrease in pigmentation may 
follow healing of the lesions. The size of 
the lesions or “patches” of lesions and ap- 
propriate symptomatic treatment materially 
influence the duration of the attacks. Ad- 
hesive and ultra-violet light frequently cause 
rapid spreading of the disease. Friction, per- 
spiration, and heat definitely influence the 
attacks as to frequency and duration as well 
as add to the discomfort of the patient. Fever 
is absent and the patient usually continues 
his normal occupation during the attacks. 


Pathology.—The pathology is essentially an 
edematous process. Two outstanding features 
are, namely: (1) intra-epidermal vesicles and 
bullae, and (2) a single layer of basal cells at- 
tached to the derma. The separation of the 
epidermal layers due to edema produces ir- 
regular spaces of fissures which suggest the 
mental picture of a “dried-out mud bank.” 
Cellular exudation is present in the lacunas. 
The prickle cells are edematous. Lympho- 
cytic infiltration in the derma is present. 


CASE REPORTS 


A written report in January, 1952 from my 
first two brother patients, first observed in 
1936 and reported in 1939, is as follows: 


Family 1, Two Brothers——N. H. B., age 53 now, was 
first seen in 1936 with an eruption described. He 
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writes, “While in the Quartermaster Corps for three 
years in World War II, although I was under much 
tension and traveling very hard, I had less skin erup- 
tion than at any previous time. After separation from 
the Service I had a severe attack. Penicillin ointment 
gave immediate relief; subsequently, during repeated 
attacks penicillin ointment seemed to do no good what- 
ever. I have been much better in recent years.” 


S. G. B., age 50 now, first seen in 1936 with exten- 
sive eruption about the neck, writes: “In December, 
1944, while stationed in Trinidad I had a severe at- 
tack, as usual, on my neck. I was hospitalized for ten 
days. A solution of silver nitrate was used. The treat- 
ment was drastic but effective. In 1948 I had a com- 
paratively mild attack. Aureomycin ointment was 
prescribed. I have used this ointment during recent 
attacks and it seems to give good results. After all, 
it is probably old age that is keeping my brother and 
me free from our trouble .. . .” 

The parents of the above two patients died when 
the brothers were quite young; consequently, a_re- 
liable family history was unobtainable. 

Family 2, Two Brothers—T. C. H. was age 30 
when first seen in September, 1938 with familial be- 
nign chronic pemphigus. Dr. John Van de Erve of 
Charleston, South Carolina, saw him in 1940 during 
a severe recurrence of the eruption involving the 
neck and axillae. He was seen subsequently at a clinic 
in Baltimore, Maryland with an attack involving the 
left eye. He had an attack with skin and both eves 
affected in 1936 in Columbia, South Carolina. He 
was then under the care of Dr. Richard Allison and 
was so reported in my first published paper in 1939. 
In September, 1951 he was in an acute attack and it 
was reported that he had had several attacks during 
the preceding year. 


W. H. H., age 56, was last seen during an attack 
of familial benign chronic pemphigus in March, 1950 
by a dermatologist in another state. Ihe report: “He 
had small scattered lesions in addition to a seborrheic 
type of dermatitis on the face. He has had repeated 
attacks over a period of years but the frequency and 
severity of the attacks have been less often and less 
severe, respectively.” 

The above brothers were from a family which had 
four males and seven females affected in four gen- 
erations. 

Family 3.—W. P. W., a man, was age 39 vears when 
first seen with familial benign chronic pemphigus. He 
came to the office on January 23, 1952 for report and 
examination. He had only one large lesion which was 
behind the left ear. It was in a dry stage. He com- 
plained of pruritus. Through him and his niece re- 
porting on nine males and four females affected in 
four generations, it was learned that all affected in- 
dividuals were having fewer attacks, and with one ex- 
ception (a young male) attacks were less severe. The 
father of W. P. W. is now 86 years old. He had had 
the disease intermittently for 52 years. He has not had 
a single lesion for one year. Five affected members of 
this family have been seen numerous times with at- 
tacks over a period of years. 


Family 4—A woman, age 56, when first seen in 
consultation in January, 1945 with familial benign 
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chronic pemphigus presented lesions on the back of 
her neck. She reported that a sister and a maternal 
aunt were affected. She gave a history of repeated 
attacks over a long period of years. On January ll, 
1952, she wrote that she had had repeated attacks 
since last seen in 1945. 

Family 5.—H. A., a man, age 35, was first seen with 
familial benign chronic pemphigus in September, 1946. 
The front of the neck, left side of neck, and left 
shoulder were affected; the duration was six years, 
The mother, now deceased, had been affected. A re. 
cent report was unobtainable. 

Family 6.—F. F. B., a man, age 25, was first seen No- 
vember 24, 1945 with familial benign chronic pem- 
phigus. The left side of the neck and the left shoulder 
were affected. A recent report was unobtainable. 

Family 7.—R. H. N., a man, age 31, was first seen 
March 15, 1946 with familial benign chronic pem- 
phigus. The neck and the axillae were affected. Re- 
current attacks involving the groins, scalp, eyebrows, 
neck, and axillae had occurred during the previous 
ten years. He was drafted into military service in 
spite of an acute attack at the time of induction. He 
remained in service 15 months. He could not give 
a reliable family history. 

Family 8—C. L. C., a man, age 28, was first seen 
April 21, 1947, with familial benign chronic pem- 
phigus involving both axillae. The present attack was 
of two weeks duration. The first attack occurred while 
he was in the Service in the Pacific in July, 1946. At 
that time the axillae, groins, and peri-anal region were 
involved. He has had repeated attacks since. The fam- 
ily history was unobtainable. 

It is interesting to note the frequency with 
which patients affected with familial benign 
chronic pemphigus were inducted into the 
Service of the Armed Forces in this compara- 
tively small group of people. 


TREATMENT 


(1) The sulfa drugs and some of the anti- 
biotics given by mouth separately and in 
combination have been used. It is question- 
able that these drugs shorten the duration of 
the attacks. 

(2) Two per cent boric acid wet dressings 
when the lesions are new and oozing are bene- 
ficial. One per cent ammoniated mercury 
ointment, wetting agent bases, a weak strength 
of the sulfa drugs and antibiotics in ointment 
form are of value in the practical and palli- 
ative management of the dry and terminal 
stages of the resolution of the lesions. 

(3) Ultra-violet light aggravates the condi- 
tion. Some patients believe that x-ray therapy 
benefits them while others swear by the value 
of vitamins. 

(4) There is no known treatment at this 
time which will prevent attacks. 
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CONCLUSIONS 


Familial benign chronic pemphigus is a fa- 
milial disease of unknown etiology. Cultural 
studies of the bullae, vesicles, and ruptured 
lesions have failed to demonstrate any causa- 
tive organisms. The usual blood and urine 
studies are normal. The patient is annoyed 
and nervous during the attacks but is able 
to follow his usual occupation. The attacks 
are less frequent and less severe as the years 
go by. I have never seen familial benign 
chronic pemphigus in a Negro, although we 
have a large Negro population in Atlanta. 


STAPHYLOCOCCIC AMBOTOXOID IN 
TREATMENT OF PUSTULAR ACNE* 


By Wo. L. Doses, M.D. 
Atlanta, Georgia 


In papulo-pustular and cystic acne, it has 
been found that autogenous vaccines,' al- 
though used by many dermatologists, have 
rarely produced satisfactory results. The 
therapeutic efficacy of staphylococcic tox- 
oids?34 has been tested by many dematolo- 
gists in acne vulgaris. The results have not 
been uniformly successful, but noticeable im- 
provement has been obtained in many cases 
of the pustular type of acne and those cases 
found to be markedly sensitive to the toxoid. 
It appeared possible, therefore, that a more 
powerful multivalent staphylococcal antigen 
containing endotoxin, exotoxin and other ele- 
ments in unchanged form might yield better 
results. The following study was designed to 
test this possibility. 

The preparation used was a staphylococcic 
toxoid*> which contains endotoxic as well 
as exotoxic principles of lysed staphylococci 
from many different strains. Lysis of bacteria 
by bacteriophage produces solutions that con- 
tain all those bacterial proteins set free by 
lysis. Denaturization by heat or by other 
treatment is therefore avoided. The antitoxin 
titers’ of rabbits immunized with bacterio- 
phage toxoid have been shown to be constant- 
ly higher than the titers resulting from the 


*Read in Section on Dermatology and Syphilology, South- 
ern Medical Association, Forty-Sixth Annual Meeting, Miami, 
Florida, November 10-13, 1952. 


*Staphylococcus ambotoxoid, E. R. Squibb & Sons. 
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immunization by staphylococcic toxoid or 
bacteriophage solution alone. Stokes and An- 
derson® reported favorably on the value of 
staphylococcic ambotoxoid in the treatment 
of various staphylodermas. 


In order to evaluate the therapeutic etffi- 
ciency of staphylococcic ambotoxoid in acne, 
patients were chosen who had been previously 
treated with the usual accepted methods such 
as x-ray, ultraviolet light, diet, hormones, 
vitamins and other means. All cases chosen 
had had autogenous vaccine injections with- 
out benefit. Nine of these cases also had had 
injections of staphylococcic toxoids. The se- 
baceous overactivity in these cases had been 
controlled or greatly improved, but the pustu- 
lation or cyst formation had been persistent 
or recurrent. 


A total of forty-two patients who met these 
requirements were treated. Of these, thirty- 
four completed a planned course of treatment 
and were followed for a period of six months 
to several years. Since the study was made on 
private patients, concomitant local therapeu- 
tic measures had to be employed in most 
cases. 


The treatment was begun with an injec- 
tion of 0.1 cc. of a 1:10 dilution intradermally. 
If the reaction was severe the dose was de- 
creased to 0.05 cc. or 0.01 cc. or the dilution 
increased. This was required in four cases. 
If the reaction was moderate the same dose 
was repeated at weekly intervals until a min- 
imal reaction or no reaction followed the 
intradermal injections of 0.1 cc. of a 1:10 
dilution. Subsequent dosages were given 
subcutaneously and gradually increased until 
a full 1 cc. was given. The 0.1 cc. intradermal 
injection was given consistently together with 
each of the subcutaneous injections. 


Reactions were usually characterized by a 
local redness, swelling and tenderness. An 
areola of 4 to 6 cm. with only slight tender- 
ness or soreness was classified as minimal 
(one plus). Severe reactions with extensive 
swelling, tenderness and pain did occur 
whereupon dosage was decreased consider- 
ably on next injection. Constitutional reac- 
tions such as general malaise, headache, nau- 
sea, chilliness, backache or joint pains with or 
without local reactions were considered as 
signs of overdosage (four plus reactions) and 
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were prevented by decreasing the amount of 
injection. The reactions usually appeared 
within a few hours and persisted for 24 to 48 
hours. 

Further treatment was given with the full 
strength ambotoxoid and the same rules fol- 
lowed, except that the increase in dosage was 
often more gradual (usually 0.05 cc.) and 
the maximum dosage was 0.6 cc. subcutane- 
ously, unless the pustulation persisted. In a 
few resistant cases the dosage was gradually 
increased until a full cc. was administered 
subcutaneously. 

The number of injections varied with each 
patient. In patients who had minimal re- 
actions, the dose could be increased at each 
visit and the total number of 16 injections 
was given. This was carried out in five pa- 
tients with satisfactory results. There devel- 
oped recurrences in four of these patients and 
the injections had to be repeated. The final 
results were considered poor because some 
pustulation persisted or recurred. 

Twenty-nine of the patients who gave mod- 
erate or strong reactions had to be given as 
many as 30 to 58 injections. Twenty of these 
patients obtained complete clearing or were 
markedly improved. Five of these 20 patients 
had recurrences after several months and 
were treated again. The full strength ambo- 
toxoid was usually well tolerated on resum- 


Initial Intradermal Reactions to 0.1 cc. of a 1:10 dilution of 
ambotoxoid in 34 cases of treatment resistant pustular acne 


No 


Im- 
Reactions | + 2+ $+ 4+ Cured proved Failures 


5 1 4 
3 1 2 

6 2 2 2 

16 15 1 

4 2 1 1 

Total 20 5 9 
Per Cent 61 12 27 


Comparative reactions to initial injections of 0.1 cc. of 1:10 

dilution of staphylococcic ambotoxoid in 34 patients with (1) 

no evidence of staphyloderma, (2) with pustular acne, (3) 
treatment resistant cases of pustular acne 


No 
34 Cases Reaction 1+ 2+ 3+ 44 
No Staph. 6 10 13 4 1 
Pust. Acne 2 8 17 6 1 
Resist. 5 3 6 16 4 
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ing treatment, the reactions being less severe 
than those occurring during the first course, 

Controls were represented by 34 patients 
with papulopustular acne who were chosen at 
random and had not had any previous treat- 
ment. As seen in Table 2, 10 of 34 patients 
gave minimal or no reactions, 23 moderate 
reactions and one a severe reaction. In 34 
cases apparently clear of any staphylococcic 
infections of the skin 16 gave minimal or no 
reactions, 17 moderate and one a severe re- 
action to intradermal injection of 0.1 cc. of 
a 1:10 dilution of ambotoxoid. 

One observes that the resistant cases seemed 
to give somewhat larger reactions, which 
might be due to the exotoxin as well as the 
endotoxin and therefore the comparison is 
not very elucidating. Systemic staphylococcal 
infections are so common that one would ex- 
pect to get reactions of immunity in a high 
percentage of individuals who show no evi- 
dence of infections in the skin itself. 

One case required four courses of desensiti- 
zation with the ambotoxoid. The pustulation 
persistently reappeared approximately six to 
eight months after treatment ended. This 
patient has been controlled during the past 
year by monthly “booster” injections of 0.1 
cc. intradermal and 0.5 cc. subcutaneous in- 
jections of the full strength ambotoxoid. Al- 
though relapses occurred in each instance 
subsequent therapy proved to be temporarily 
successful. 


COMMENTS 


Great difficulties are encountered in study- 
ing specific alterations in the cutaneous Ca- 
pacity to react to staphylococcic extracts. Re- 
peated exposures to staphylococci and the 
resultant various degrees of specific desensi- 
tization and immunization are a_ universal 
occurrence in man. There develops a great 
variability in individual susceptibility to al- 
lergic alterations. There occur variations in 
virulence, sensitizing power and toxin forma- 
tion in different species and strains of staphy- 
lococci. 

Hopkins,’ in a recent experimental study, 
expressed the opinion that there is little 
doubt that staphylococci play an essential réle 
in producing the acne pustule. He believes 
that many lesions of acne and many follicular 
cysts result from staphylococcic infections or 
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sensitization. It has long been puzzling that 
large pus filled cysts in acne are often sterile. 
An allergy to staphylococci might explain 
this. 

It is known’ that certain groups of micro- 
organisms produce disease, not necessarily 
through the elaboration of toxins, or through 
any harmful activity, but rather through their 
capacity to sensitize and to act as allergens 
(tuberculosis, leprosy, syphilis). 

The pustulation in many cases of acne may 
be an “id” like reaction, a manifestation of 
specific allergic sensitivity established in the 
host due to cutaneous re-exposures or re- 
inoculation of auto-endogenous or hetero- 
exogenous nature. 


Cultures in “ids” may be positive or the 
microorganisms may be demonstrable only 
with difficulty or are not to be found in the 
lesions. The altered skin reactivity may be 
hyperergic, hypoergic or in some instances, 
there may be an allergy of normal type or 
degree (normergic). 

Cultures from all of the resistant cases 
herein reported grew a staphylococcus. An 
autogenous vaccine was made and was given 
routinely before the injections of ambotoxoid 
were given. This was done in an attempt to 
immunize the patient. The injections of the 
autogenous vaccines produced local reactions 
of a moderate degree in three cases, a severe 
reaction in one case and no reaction in the 
others. The therapeutic results were univer- 
sally poor. There are reported cases of pustu- 
lar acne where a lowered immunity is present 
and injections of toxoids* are of benefit. Be- 
sides the damaging effect of staphylococcic 
toxins the allergic reactions based on sensi- 
tivity to other staphylococcic allergens must 
play a part. Specific therapy and prophylaxis 
should aim at both desensitization to staphy- 
lococcic allergens and immunization to 
staphylococcic toxin. The staphylococcic am- 
botoxoid incorporates the exotoxin of staphy- 
lococcus in the form of a toxoid and the 
antigenic principles from staphylococcic or- 
ganisms lysed by bacteriophage which are the 
endotoxic principles of the organisms them- 
selves. 


It is likely that some cases of pustular acne 
are primarily due to hypersensitivity to the 
staphylococcus, the immunity not being an 
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important factor. It is well known that in 
many cases of acne, antiseptics and antibi- 
otics® have no favorable effect on the pustula- 
tion that is present. 

Although the exact mechanism of the proc- 
ess of hyposensitization is speculative the 
guiding principle is well established. A mini- 
mal tolerated dose of the specific antigen is 
administered initially; the dosage is then 
slowly and gradually increased until clinical 
evidence confirms a lessening of sensitization. 

This study covers a period of 10 years of 
experience with the use of ambotoxoid, and 
it consistently revealed that the best results 
were obtained in cases where the intradermal 
injections of 0.1 cc. were given throughout 
the course of treatment. This would coincide 
with the belief of other!® authors that intra- 
dermal injections of staphylococcic vaccine 
are more efficacious than the same vaccine 
administered hypodermically. It is probable 
that cutaneous immunity depends not on that 
antitoxin in circulation but upon the anti- 
toxin present in the skin itself. Desensitiza- 
tion by the intradermal route also seems more 
efficacious. 

It was also observed that many failures 
were due to overzealous treatment. Patients 
in whom the dosage was increased very slowly, 
even though the reactions were minimal, ob- 
tained better and longer lasting clearing of 
the pustulation. An attempt at rapid desensi- 
tization not only often lead to failure but also 
often aggravated the disease itself. Because 
the treatment usually takes many weeks, it 
is best to explain this to the patient lest he 
become discouraged and discontinue treat- 
ment. The cost of the drug and time spent 
with the patient are minimal. 


The therapeutic results as reported in this 
study, 61 per cent cured or greatly improved, 
12 per cent improved and 27 per cent failures, 
are only moderately successful. However, it 
should be noted that the patients chosen had 
had numerous other means of treatment pre- 
viously and had shown practically no favor- 
able response of the pustulation. In routine 
cases of pustular acne the ambotoxoid injec- 
tions are discontinued when the acne is 
cleared unless pustulation persists. In these 
latter cases the ambotoxoids may be con- 
tinued until desensitization is achieved or the 
case proves to be a failure. 
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The author is in full agreement with 
Stokes!! that staphylococcic ambotoxoid is 
most helpful in combatting the pustulation 
of acne. 

SUMMARY 


Thirty-four patients with pustular and cys- 
tic acne who had not improved when treated 
by the usual methods such as diets, x-ray, 
drying lotion, autogenous vaccines, were given 
injections of ambotoxoid. Sixty-one per cent 
were greatly improved or cured of pustula- 
tion and 12 per cent moderately improved 
following treatment with ambotoxoid con- 
taining both staphylococcic exotoxin and un- 
changed lytic products from mixed strains of 
staphylococcal cells. Subsequent relapses in 
five patients also yielded to treatment. 
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DISCUSSION (Abstract) 


Dr. David L. Hearin, Atlanta, Ga—The number 
and types of bacteria which normally occur on the 
skin are varied, and the pustular component of acne 
is probably produced by different strains of bacteria, 
not necessarily one strain. It is also logical to assume 
that a toxoid derived from many strains of bacteria 
would be more effective than a toxoid or a vaccine 
derived from one strain. 


However, a true evaluation of a study of this na- 
ture is difficult for several reasons: (1) the degree of 
bacterial hypersensitivity is variable, as is the re- 
sponse to desensitization; (2) a true control group is 
difficult to establish because local and general meas- 
ures are required on private patients; and (3) it is 
difficult to collect a group of cases of an equally se- 
vere pustular process. 
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This is basically a problem of bacterial hypersensi- 
tivity, best demonstrated by comparing the degree of 
sensitivity, as determined by skin test with ambo- 
toxoid, with the response to desensitization, as was 
shown in the table. 


If we evaluate these results in another light: of the 
patients who had a four-plus reaction according to 
skin test, 75 per cent were cured or improved; of those 
who had a three-plus reaction, 100 per cent were 
either improved or cured. I doubt very seriously that 
there is anything in medicine that gives 100 per cent 
cure in anything. But I think this proves the point 
that this is a case of bacterial hypersensitivity. The 
patients who are most sensitive to this preparation, 
as shown by skin tests, are the patients who got the 
best response. If you had a study of 400 cases as 
compared to 42, this figure would be lower; however, 
I think that it is approximately correct. Of the pa- 
tients who showed a two-plus reaction, 66 per cent 
showed improvement; of those who only had a one- 
plus reaction, only 33 per cent gave a favorable re- 
sponse. 

In my own experience, the intracutaneous injection 
beginning with low dilution, 1-100, and starting with 
0.05 cc. and with a gradual increase in dosage has 
given the best response. It very definitely is not bene- 
ficial to try to hurry these patients with ambotoxoids 
because they definitely can be caused to flare up 
and their condition may be made worse rather than 
improved. 

With the advent of new antibiotics and recent re- 
ports of terramycin’s being effective in pustular acne, 
even in doses of 50-100 mg. a day, I feel that we 
probably shall use ambotoxoids less frequently. I do 
not feel that they have a routine use, but may definite- 
ly benefit patients with pustular acne who have been 
resistant to other methods of treatment. 


Dr. Hervey A. Foerster, Oklahoma City, Okla—The 
transitory action of antibiotics, I think, is known by 
everyone. They do not give lasting results. The 
method of desensitization certainly sounds logical to 
me and, I think, to patients. Gradually we are get- 
ting away from the use of x-ray in acne, and certainly 
just local treatment does not give satisfactory results. 


Dr. Dobes (closing).—In treating routine cases of 
acne, especially in adolescents, I was impressed with 
the frequent relapses of pustulation. Certainly as long 
as a patient is in the acne age group with hypersensi- 
tive oil glands and a low resistance to bacteria, he is 
likely to relapse if treatment is discontinued. I have 
found periodic booster injections of ambotoxoid of 
great value. Also one must remember that in some 
instances a solid immunity may be broken down by 
fatigue, malnutrition and similar factors which are not 
consistent with a state of physiological well being. 


Dr. Stokes has written me that many relapses in 
his patients were associated with intercurrent infec- 
tions such as virus infections of the pseudopoliomye- 
litic type which are common in sections around Balti- 
more and Philadelphia. 

The intradermal injections of ambotoxoid are in 
my experience a valuable index of sensitivity caused 
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by the fact that ordinary vaccines intradermally in- 
jected do not bring out any clear cut and convincing 
local response. The local reaction is probably an ex- 
pression of sensitivity to the toxoid faction of ambo- 
toxoid rather than the vaccine. Intradermal injections 
of autogenous vaccines often give no reaction until a 
dose of 100 million organisms is reached and then the 
local reactive response is not a fraction of that dis- 
played by the ambotoxoid. The autogenous vaccine 
of course is not phage-lysed which undoubtedly makes 
a difference. 

The ideal treatment would be to treat cases with an 
autogenous ambotoxoid, the bacteria being lysed by 
bacteriophage. The average laboratory is not equipped 
to prepare this. 


PARAPHENYLENEDIAMINE IN 
DERMATOLOGY* 


By Louis Scuwartz, M.D. 
Washington, District of Columbia 


Paraphenylenediamine, is a 
colorless crystalline solid, soluble in water, 
ether and alcohol, and is principally used as 
a fur and hair dye. 

In 1883 Monnet & Company, of Paris, first 
proposed P.P.D. as a hair dye (French Patent 
No. 158,558). In 1888 Erdmann obtained a 
German patent for using P.P.D. as a hair and 
feather dye (D.R.P. 47349 and D.R.P. 51073). 

P.P.D. must be oxidized in order to act as 
adye. It readily oxidizes even in the air. The 
colorless crystals slowly turn dark on exposure 
to the air as does an aqueous solution. The 
first step in the oxidation of P.P.D. is the for- 
mation of quinone di-imine. 

Cs5Hy(NH,)2 O = + H,0O. 

Quinone di-imine has a sharp penetrating 
odor and is a skin irritant. It is unstable and 
in a short time three molecules combine 
with each other to form Bandrowsky’s base 
a brown black sub- 
stance which is more stable but is not the final 
oxidation product. The final dye is said to 
be an azine combined with the protein of the 
hair or fur. This final product is black, in- 
soluble and inert. 

It is stated by some writers that quinone 
di-imine is the actual cause of dermatitis from 
P.P.D., but Cox believes that the P.P.D. is the 
actual irritant because quinone di-imine is 


*Read in Section on Dermatology and Syphilology, Southern 
Medical Association, Forty-Sixth Annual Meeting, Miami, 
Florida, November 10-13, 1952. 


short lived, being almost immediately upon its 
formation decomposed by the water. Cox says 
that P.P.D. readily penetrates dead skin, but 
does not penetrate normal living skin under 
normal conditions. This to him explains why 
most people suffer no harm from P.P.D. and 
why only a few for some unknown reason 
have the skin penetrated by P.P.D. causing 
dermatitis. Various investigators have esti- 
mated the incidence of humans suspectible to 
P.P.D. and the estimates vary from 0.2 to 5 
per cent. 


P.P.D. dyes work most effectively in an 
alkaline solution, although it can dye in acid 
solution if a wetting agent and certain cata- 
lysts are added. It is possible that the alkaline 
solution and the complex azine formed, react 
with the keratin of the hair and the skin en- 
abling the dye to penetrate and dye the hair 
and in some cases inflame the skin. 


P.P.D. is used principally as a fur and hair 
dye, although it may also occasionally be used 
as a rubber accelerator, in dyeing and print- 
ing black and brown shades on textiles and in 
the manufacture of some azo dyes. Dermatitis 
from P.P.D. has not been reported in the rub- 
ber industry nor in the textile industry. How- 
ever, Baer has reported that certain patients 
having dermatitis from nylon stockings which 
were dyed with azo dyes, showed positive 
patch tests not only to the nylon stockings, 
but also to a solution of P.P.D. He shows a 
chart made by Rudolph Mayer which demon- 
strates that it is possible for some of the azo 
dyes to be changed into P.P.D. and from 
these facts Baer reasons that there is a cross 
sensitivity between P.P.D. and the azo dyes 
and that the actual irritant is the P.P.D. into 
which the azo dyes are changed. Against this 
theory are the facts, that while it may be pos- 
sible in the laboratory to produce P.P.D. from 
some of the azo dyes, if this change occurred 
spontaneously in the dye on the stockings, 
they would change color on the shelf, which 
they do not do. Also, if P.P.D. does form on 
the stocking then it would do so very slowly 
and in such small amounts that it would re- 
quire an extremely sensitive individual to re- 
act. Also that quinone di-imine which is said 
‘to be the actual irritant would be formed in 
small quantities and be rapidly oxidized to 
inert compounds. The presence of P.P.D. in 
azo dyed nylon stockings has not been de- 
tected by chemical tests. 


: 
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There are about 1,300 dyes listed under 
about 3,000 trade names and among these are 
38 black dyes listed under 461 trade names. 
One of these is P.P.D. listed under 43 trade 
names. Moreover, P.P.D. is rarely, if ever, 
used as a fabric dye. The chances of a piece 
of black fabric being dyed with P.P.D. are 
very small, certainly less than one in 1,000. 
Therefore, the practice of routine patch test- 
ing with P.P.D. of patients having dermatitis 
from black fabrics is without a sound basis. 
They may show a positive reaction to the so- 
lution of unoxidized P.P.D. used for patch 
testing (1-3 per cent), whereas the fabric prob- 
ably was not dyed with P.P.D. Even if the 
fabric had been dyed with P.P.D. it is no 
longer present as P.P.D., but as a far advanced 
oxidation product which has in some instances 
entered into chemical combination with the 
fiber. 


In cases of allergic dermatitis from fabrics, 
the finish and chemicals remaining in the 
fabric as a result of laundering and dry clean- 
ing, as well as the dye, should be suspected. 

P.P.D. as a Fur Dye.—Although P.P.D. was 
at first used as a hair dye, its largest use today 
is in fur dyeing. 

About 20 years ago when dermatitis from 
P.P.D. was a more prominent dermatological 
problem than it is now, the United States 
Public Health Service studied skin hazards 
among fur dyers. Twelve fur dyeing plants 
in New York and New Jersey employing more 
than 1,200 workers were studied. Fourteen 
workers were found who had or had had 
dermatitis and showed positive patch tests to 
a 2 per cent aqueous solution of P.P.D. This 
was an incidence of about | per cent among 
fur dyers excessively directly exposed to P.P.D. 
in large quantities. 


In the largest of those plants employing 
about 700 workers there now is only an occa- 
sional mild case. This is due to the fact that 
P.P.D. now manufactured is purer than it was 
20 years ago, because purer intermediates and 
better manufacturing methods are used. Be- 
sides this, there are better preventive methods 
against dermatitis in the fur dyeing plants. 


In the early 1930’s there were many cases 
of dermatitis from dyed furs reported in med- * 
ical literature. P.P.D. is now more used than 
ever in fur dyeing and physicians usually sus- 
pect fur garments as causes of dermatitis, yet 
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the number of cases of dermatitis reported 
from furs are fewer. The reasons for this are 
that (1) the P.P.D. is purer than in the 1930's; 
(2) the furs are better dyed so that the dye is 
better oxidized and does not come off. This 
is accomplished by drumming the dyed furs 
in sawdust, brushing, beating and washing 
them to remove unoxidized and excess dye, so 
that very little or no dye comes off the fin- 
ished fur and on to the skin of the wearer. 


When suspecting a fur garment as the cause 
of dermatitis, patch tests should be performed 
with the fur side of the garment, also with a 
piece of gauze which has been vigorously 
rubbed over the fur in an attempt to remove 
excess or unoxidized color. Patch tests with 
an unoxidized stock solution of P.P.D., if pos- 
itive, do not prove that the P.P.D. in the fur 
is the cause of the dermatitis. They are only 
confirmatory if the patch tests with the fur it- 
self and with the fur soiled gauze are positive. 


P.P.D. as a Hair Dye—The most frequent 
reports in medical annals of dermatitis from 
P.P.D. have been from its use as a human hair 
dye. The most serious cases occurred from its 
use as an eyelash dye. Conjunctivitia, kera- 
titis and pan-ophthalmitis have been reported 
from eyelash dye. As a result its use as an 
ingredient in eyelash dyes is now forbidden 
by law. 


The use of P.P.D. as a hair dye has in- 
creased despite the cases of dermatitis reported 
from it in the early days of its use. This is 
because the P.P.D. hair dyes are fast, resist- 
ing the action of hot and cold shampoos. 
When properly applied they dye the epi- 
dermis of the hair evenly, down to the me- 
dulla, and the particles of dye are not dis- 
cerned on the hair. 


There are now many P.P.D. hair dyes on 
the market both for use in beauty shops and 
for use at home. Ninety-five per cent of all 
hair dyes contain P.P.D.* One brand sold 
more than eight million packages in one year, 
yet since 1937 the cases of dermatitis reported 
from them have been few. According to the 
statistics of a large insurance carrier, the in- 
cidence of dermatitis from P.P.D. hair dyes 
was one in ten thousand 20 years ago, but now 
it is in the range of one case to every 40 to 60 
thousand packages used. 


*This excludes the so-called hair rinses. 
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These statistics differ widely from the pre- 
dictions made 20 years ago, that 3 to 6 per 
cent of the population were sensitive to P.P.D. 
The predictions were based on covered patch 
tests with unoxidized solutions of P.P.D. 
sealed on the skin. Under such patches the 
P.P.D. is slowly oxidized thus allowing the 
quinone di-imine to form continuously and 
contact the skin before it is further oxidized 
to the less irritant later oxidation products. 


Other dermatologists performed covered 
patch tests with mixtures of P.P.D., ammonia 
and peroxide. The mixture contained 2-8 
per cent of P.P.D., and 3-8 per cent of am- 
monia and often insufficient peroxide com- 
pletely to oxidize the amount of P.P.D. pres- 
ent. The ammonia in such a mixture when 
sealed on the skin does not evaporate and 
acts as a primary irritant. 


In actual dyeing of the hair one package 
containing two solutions is used, each in a 
separate bottle. One bottle contains the so- 
lution of P.P.D. and ammonia in concentra- 
tions depending on the color to be imparted, 
and the other bottle contains the oxidizing 
agent, usually peroxide of hydrogen in suffi- 
cient amount and concentration to oxidize the 
P.P.D. contained in the first bottle. The con- 
tents of the two bottles are poured into a 
vessel, stirred and allowed to stand a few 
minutes before being applied to the hair. The 
ammonia makes the solution alkaline and 
softens and swells the hair and permits better 
action of the dye. The longer the mixture 
stands before being applied to the hair the 
more oxidized the P.P.D. becomes and the 
more the ammonia is evaporated, hence the 
less likely is dermatitis to occur. After the dye 
mixture is applied, a matter of an hour or 
less, the hair is shampooed and all remaining 
dye mixture is washed away. 


It is evident from the above that covered 
patch tests with P.P.D. hair dyes do not rep- 
resent actual usage. Positive reactions may be 
due to ammonia which is prevented from 
evaporating by the patch as well as to the 
P.P.D. which is prevented from oxidizing by 
the covered patch. 

It is not uncommon to find subjects who 
complain of a burning and stinging of the 
scalp when the dye mixture is applied. This 
is caused by the ammonia and not the P.P.D. 
Occasionally there is a complaint of small iso- 
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lated sores on the scalp after the hair is dyed. 
These sores are caused by the ammonia irri- 
tating previously present excoriations caused 
by seborrheoa, scratching or strenuous comb- 
ing and brushing. Such sores usually heal in a 
week and do not recur with repeated use of 
the dye. The cases of dermatitis due to P.P.D. 
sensitization are characterized by a general 
swelling of the scalp, forehead, ears, tissues 
around the eyes and face. Vesicles may soon 
develop which break and ooze. The picture 
is one of an acute eczematoid dermatitis. A 
diagnostic patch test on such a patient should 
be performed as follows. A package of the 
dye is bought in the open market. The en- 
tire contents of the two bottles are mixed and 
permitted to stand for at least five minutes. 
With a cotton applicator a portion of the 
mixture is painted on the skin at the bend of 
the elbow; the size of the patch should be at 
least one inch in diameter. It should be al- 
lowed to dry and left uncovered. There 
should be at least one control subject who is 
also patched. The readings are made at the 
end of 24, 48 and 72 hours. 


The law now requires that an open patch 
test be performed on the subject before each 
use of the hair dye containing P.P.D. or other 
oxidizing dyes. While the law does not re- 
quire that the patch test be performed by a 
physician, nevertheless, in my opinion it has 
served to diminish the incidence of allergic 
dermatitis from the P.P.D. hair dyes. 

In my own experience I have obtained pos- 
itive reactions from such 24-hour patch tests 
when actual use of the dye caused no trouble. 
This may be because the dye solution is sham- 
pooed off the hair after one hour. I have 
also had cases where positive reactions resulted 
from dyes containing high percentages of 
P.P.D. with insufficient peroxide in the second 
bottle to oxidize it. When sufficient peroxide 
was added there were no reactions to the re- 
peated patch test. 


The composition of the oxidizing hair dyes 
varies a great deal not only with the color to 
be imparted but also with the different 
brands. The P.P.D. content varies from less 
than | to 8 per cent. In addition to or in- 
stead of P.P.D., the dyes may contain various 
amounts of paratoluylene diamine, para-di- 
amino phenol, para xylylene diamine, methyl 
para phenylene diamine, methyl para amino 


3 
4 
g 
\- 
| 
| i 
t 
n 2 
r 
1 
n 
1 
> 
j 
) 


772 SOUTHERN MEDICAL JOURNAL 


phenol, para amino diphenylamine, resorcinol 
and catechol. The concentration of the am- 
monia also varies from as little as 0.5 per cent 
to the allowable limit of 3 per cent in the 
final mixture. While hydrogen peroxide is 
the usual oxidizing agent, others may be used. 
Such are potassium chlorate, potassium di- 
chromate, mixtures of hydrogen peroxide and 
urea, mixture of sodium perborate and tar- 
taric acid, sodium bromate, and so on. From 
all this one can see the difficulty of determin- 
ing the actual irritant in a hair dye. 
Manufacturers of hair dyes usually have 
consultant dermatologists who test the pos- 
sible irritant properties of new formulations 
by the prophetic patch test and by extensive 
trial usage before the dyes are marketed. This 
practice together with the facts that pure 
P.P.D. is now obtained, that the hair dyes 
are carefully prepared, packaged, labeled and 
accompanied with detailed instructions for 
use, and the legal requirement of pre-dyeing 
open patch tests, accounts for the diminished 
incidence of hair dye dermatitis despite the 
increased use of the oxidizing hair dyes. 


SUMMARY 


Paraphenylenediamine used as a fur and 
hair dye has in the past caused much derma- 
titis. 

Dermatitis from its use as a hair dye has 
markedly decreased. The incidence now is 
one case in 40,000. 

Dermatitis from furs dyed with P.P.D. is 
now seldom seen. 

The marked fall in the incidence of derma- 
titis from P.P.D. is due to: 

(1) Better methods of manufacture result- 
ing in a purer product more free from irritant 
intermediates. 

(2) Better fur dyeing methods resulting in 
clean fast dyed furs. 

(3) Better prepared hair dyes. 

(4) Precise directions for use. 

(5) Legal requirements for labeling hair 
dyes containing P.P.D. 


(6) Legally required pre-use patch tests. 


DISCUSSION (Abstract) 


Dr. Paul C. Campbell, Jr., Fayetteville, N. C—1 am 
sure that most of us here remember the numerous 
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cases of dermatitis reported from the use of hair dyes 
and more especially “Lash-Lure” in the early 1930's, 


In my own experience I have seen only one case of 
dermatitis due to paraphenylenediamine in the past 
two and one-half years, This was a severe dermatitis 
venenata of the entire face and neck, which occurred 
following the careless home use of a hair dye contain- 
ing paraphenylenediamine. 


A few years ago when I was actively engaged in 
surveying various industrial manufacturing plants for 
industrial dermatological hazards it was my experi- 
ence, in those plants manufacturing dyes and dye 
intermediates, that the dye intermediates were often 
the more irritating and the usual cause of occu- 
pational dermatitis among the employees. Dr. Schwartz 
has pointed out today in this paper that intermediate 
products in the oxidation of paraphenylenediamine 
are the actual cause of dermatitis and not the final 
oxidation product of paraphenylenediamine which is 
acknowledged to be inert and insoluble. 


It is also pointed out that in addition to para- 
phenylenediamine the dyes may contain varying 
amounts of other dyes and chemicals and that while 
hydrogen peroxide is the usual oxidizing agent, others 
may be sometimes substituted, and if all these factors 
are considered, one of them may be the cause of 
dermatitis and not the paraphenylenediamine. 

It is my opinion also that open patch tests are de- 
sirable when testing with hair dyes for the same 
reasons that Dr. Schwartz outlines in his paper today. 

I should like to ask Dr. Schwartz if there are certain 
“hair rinses” on the market containing small amounts 
of paraphenylenediamine which have caused little or 
no dermatitis among the millions of users of this 


type of product. 


Dr. Edward P. Cawley, Charlottesville, Va.—Dr. 
Schwartz has pointed out that the incidence of derma- 
titis from paraphenylenediamine used as a hair and 
fur dye has steadily decreased in recent years, and 
has enumerated the reasons for this decrease. He, 
himself, has contributed much time and advice to 
formulation of the various measures which have re- 
sulted in this decrease. 


Contact dermatoses of the scalp are common, yet 
those caused by paraphenylenediamine are infrequent. 
Our list of likely suspects, to be investigated first in 
cases of contact dermatitis of the scalp and adjoining 
skin, is comprised of (1) various hair and scalp tonics, 
lotions’ and “dandruff removers,” (2) hair straight- 
eners and (3) cold wave preparations. The dermatitis 
caused by these preparations may be the result of 
primary irritation or sensitization. 


In the group of hair tonics, lotions and “dandruff 
removers” are found several ingredients which may 
cause dermatitis. Some of these are resorcinol, beta 
naphthol, quinine, salicylic acid, formalin, mercury 
compounds and cantharides. 

Many individuals use perfumed petrolatum for 
straightening the hair and an occasional one develops 
a dermatitis from the perfume. A more effective 
method of straightening the hair, but a less popular 
one because of the technicalities involved, is the ap- 
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plication of a strong alkaline solution which softens 
the hair, allowing it to be straightened by combing. 
The straightened hairs are kept so by a fixative, such 
as a solution of formaldehyde. Dermatitis is an 
occasional complication of this procedure. 

The chief ingredients in cold wave preparations are 
alkaline salts of thioglycolic acid. Although dermatitis 
is doubtless caused by these preparations in some 
patients, the incidence of dermatoses from cold wave 
preparations is obviously not so high as was antici- 
pated after the first such reactions were reported 
about eight years ago. 


Dr. Schwartz (closing)—Dr. Campbell asked whether 
hair rinses contain paraphenylenediamine. Some of 
them do. Those that do must have on it, by govern- 
ment requirement: “Caution. ‘This substance contains 
paraphenylenediamine,” with instructions to do a 
patch test before using it. 


If any of your patients get dermatitis from the 
hair rinse, get a fresh package of the hair rinse and 
look at the label. If the label has on it that you 
have got to do a patch test with it before it is used, 
it has paraphenylenediamine or other oxidizing dye 
in it. If it simply has a “caution” label on it, some 
states require a “caution” label, then it has in it only 
a synthetic dye that is not paraphenylenediamine. 
Of course, other dyes besides P.P.D. are used in 
rinses. Metallic salts are also used in giving gray 
hair a dark color. Rinses like noreen,® for instance, 
contain no paraphenylenediamine, but they do con- 
tain synthetic dyes. In some states, any hair rinse 
containing a synthetic dye must have on it a “caution” 
label. The states require, because it is a federal statute, 
that if hair dyes or rinses contain paraphenylenedia- 
mine pre-use patch testing must be performed. 


TERRAMYCIN IN THE TREATMENT 
OF DERMATOSES* 


A REPORT ON 1194 PATIENTS 


By Harry M. Rosinson, Jr., M.D. 
ALBERT SHAPIRO, M.D. 
IsRAEL ZELIGMAN, M.D. 

and 
Morris M. Couen, M.D. 
Baltimore, Maryland 


A carefully planned study of the antimi- 
crobial properties of soil samples collected 
from all over the world resulted in the isola- 


*Read in Section on Dermatology and Syphilology, Southern 
Medical Association, Forty-Sixth Annual Meeting, Miami, 
Florida, November 10-13, 1952. 


*From the Department of Dermatology, University of Mary- 
land School of Medicine, Baltimore, Maryland. 
_ *The terramycin capsules and the terramycin ointment used 
in this study was furnished by Dr. W. Alan Wright of Charles 
Pfizer and Company, Incorporated, New York. 
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tion of terramycin from an Actinomyces, 
Streptomyces rimosus.!* This antibiotic was 
found to be effective against most of the gram- 
positive and gram-negative bacteria, the path- 
ogenic rickettsiae, and the large viruses.3-6 
Some strains of staphylococci, E. coli, Aero- 
bacter aerogenes, and many strains of Proteus 
and Pseudomonas were resistant to the action 
of this drug.” 


Robinson and Robinson, Jr.’ reported on 
the efficacy of terramycin in the treatment of 
early syphilis. The value of this antibiotic 
was also demonstrated in the treatment of 
chancroid, granuloma inguinale, lymphogran- 
uloma venereum and gonorrhea.®-!3 Loughlin 
and Joseph'* treated 150 cases of yaws with 
terramycin and felt that the remarkable ef- 
fects of this drug have not been matched by 
any of the other antibiotics studied. Teller and 
Thygesen'® investigated the action of terra- 
mycin, aureomycin and chloromycetin on the 
herpes simplex virus and found that none of 
these three antibiotics had a truly virucidal 
effect. Mopper'® cured a case of molluscum 
contagiosum in a two-year-old child, but ad- 
mits that spontaneous cure is possible and sug- 
gested that other cases be studied. Reiss!7 in- 
vestigated the use of terramycin in the treat- 
ment of 68 patients with a variety of skin 
diseases and found a prompt and impressive 
response in all pyogenic conditions. Wright, 
et alii'!® administered terramycin to 101 pa- 
tients with soft tissue infections, and said that 
response to therapy was uniformly good. Ter- 
ramycin was employed successfully by Snyder!® 
in the treatment of a case of eczema vaccina- 
tum. Stokes and Ford”? felt that terramycin, 
although not curative, was an aid in controll- 
ing exacerbations of psoriasis, if the exacer- 
bations appeared to be secondary to a pyogenic 
process. Andrews, et alii?! used terramycin 
combined with estrogens in the treatment of 
384 patients with acne vulgaris, and report 
that 94 per cent of the patients were either 
entirely cleared or improved. The time of ob- 
servation was too short for the number of re- 
currences to be estimated. 


Complications of antibiotic therapy have 
also been observed. Reiches?* says that geni- 
tocrural dermatitis due to Candida albicans 
quite often follows the use of antibiotics. 
Wood, et alii? reported monilial invasion of 
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the mucous membranes of the oropharynx and 
the gastrointestinal and pulmonary tracts 
during antibiotic therapy. Manheim? issued 
a word of warning against the indiscriminate 
use of all antibiotics and reported anorectal 
complications including fissure in ano, ulcer- 
ative proctitis and ulcerative colitis. 


TERRAMYCIN 


This report is based on an investigation of 
the value of terramycin in dermatologic 
therapy. The drug was employed by local ap- 
plication and by oral administration. An at- 
tempt was made to use this antibiotic in the 
treatment of all of the various dermatoses us- 
ually encountered in a large clinic. The diag- 
nosis of most of the cases was confirmed by 
clinical consultation by two or more of the 
authors whenever possible. The general plan 
for oral administration and local application 
was to treat each patient for three weeks unless 
involution of lesions occurred or an adverse 
reaction developed. When feasible, placebos 
were administered as controls, particularly in 
some chronic dermatoses and self-limited dis- 
orders. 

Patients Studied—This report includes ob- 
servations on 1,194 patients with various der- 
matoses treated with terramycin. Of these 466 
received the drug by mouth and 728 were 
treated with the local application of 3 per cent 
ointment. 


Preparations Used.—Terramycin was sup- 
plied in 250 mg. capsules for oral adminis- 
tration to adults and 50 mg. capsules for 
treatment of children. For local application 
it was dispensed in an ointment base of 
lanolin and petrolatum in a concentration of 
30 mg. to each gram of ointment base. 


ORAL ADMINISTRATION 


Dosage Schedules—All adults of average 
size were given an initial dose of 2 grams fol- 
lowed by 0.5 gram four times daily. If there 
was no improvement after two or three weeks 
of this therapy the administration of the drug 
was discontinued. In some dermatoses which 
were definitely benefited by the use of terra- 
mycin, it was possible to reduce the mainte- 
nance dose of the drug to 250 mg. four times 
daily and still retain a satisfactory result. This 
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was particularly true in some cases of cystic 
acne vulgaris. Children under 10 years of age 
were given an average dose of 50 mg. per kilo- 
gram of body weight divided into four doses 
in a 24-hour period. 

Results of Oral Treatment with Terra- 
mycin.—The results of oral therapy may be 
divided into three categories: (1) conditions 
definitely benefited (Table 1); (2) conditions 
occasionally, partially, or temporarily im- 
proved (Table 2); and (3) conditions not im- 
proved (Table 3). 


This drug proved to be of definite value 
(Table 1) in the treatment of those conditions 
in which there was involvement by pyogenic 
organisms, such as abscesses, acne varioliformis, 
carbuncle, cellulitis, erysipelas, furunculosis, 
kerion, hydradenitis suppurativa, lymphangi- 
tis, pyoderma and paronychia. There was an 
excellent response in 17 out of 24 cases of 
erythema multiforme and erythema multi- 
forme bullosum treated with terramycin and 
thus far, a recurrence has been noted in only 
one of these patients. The lesions of gran- 
uloma inguinale rapidly healed under treat- 
ment with this drug in 10 of the 11 patients 
who completed the course, and six of these in- 
dividuals had had extensive manifestations of 
this disease. Administration of the drug was 
continued for one week after all of the lesions 
were healed. There have been no relapses 
noted in this group of patients. The shortest 
post-treatment period has been three months 
and the longest one year. 


A small number of patients (Table 2) who 
had acne vulgaris, acne conglobata, and follic- 
ulitis obtained an excellent clinical result 
with complete involution of lesions and no 
remissions when treated with terramycin, but 
the large majority of these individuals im- 
proved while under treatment with this drug 
and had relapses when the medication was 
discontinued. When the treatment was re- 
instituted these patients again showed im- 
provement. It was possible to retain a satis- 
factory result in this group by using terramycin 
in a maintenance dose of 250 mg. three 
times daily. These same results were noted 
in sycosis vulgaris, dermatitis herpetiformis, 
granuloma annulare, and aphthous stomatitis. 
This drug proved to be of definite value in 
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ORAL ADMINISTRATION OF TERRAMYCIN IN THE TREATMENT OF DERMATOSES 
Conditions Definitely Benefited 


Disease Total Good Poor Improved No Smallest Largest 
Cases Result Result Incomplete Follow- Dose Dose 
Follow-up up Grams Grams 5 
Erythema multiforme bullosum................. 4 3 1 14 50 
11 10 1 16 44 
Hydradenitis suppurativa...................... 13 9 1 3 15 58 
TABLE 1 
ORAL ADMINISTRATION OF TERRAMYCIN IN THE TREATMENT OF DERMATOSES : 
Conditions Occasionally, Temporarily, or Partially Improved : 
Disease Total Good Partial Temporary No Smallest Largest 
Cases Result Improve- Improve- Improve- Follow- Dose Dose 
ment ment ment up Grams Grams 
6 4 1 1 14 60 
20 3 1 13 2 1 68 140 
Dermatitis herpetiformis. ...................... 2 1 1 28 60 
Epidermophytosis, infected...................-. 22 20 1 1 14 40 
3 2 1 12 28 
4 2 1 1 14 30 
Infectious eczematoid dermatitis............... 31 8 11 7 5 8.5 48 
Seborrheic dermatitis, infected................. 9 4 3 14 28 
7 3 2 1 1 14 40 
10 3 6 1 6 18 
TABLE 2 
ORAL ADMINISTRATION OF TERRAMYCIN IN THE TREATMENT OF DERMATOSES 
Conditions Not Benefited ” 
Total Total 
Disease Cases Disease Cases 


TABLE 3 
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controlling the secondary infection in cases of 
infected eczema, infectious eczematoid derma- 
titis, infected seborrheic dermatitis, infected 
epidermophytosis, infected stasis ulcers, and 
some cases of infected tinea capitis. Emphasis 
must be placed on the fact that while the 
secondary pyogenic infection was rapidly 
eradicated there was no beneficial effect on 
the primary dermatoses. In any condition 
such as herpes zoster, where the course is self- 
limited, it is impossible properly to evaluate 
the effect of any drug unless dramatic involu- 
tion of lesions occurs. In four cases of herpes 
zoster there was prompt relief from pain and 
disappearance of lesions in from 6 to 12 days, 
but the course of the disease was not affected 
in the remaining five, and two of these de- 
veloped severe post-herpetic pain which was 
not benefited by terramycin. 

As noted in Table 3, a large number of 
dermatoses treated with terramycin in this 
series did not respond to oral administration 
of the drug. 


Adverse Reactions to Oral Administration 
of Terramycin.—In this series of 466 patients 
treated with terramycin, no blood dyscrasias 
were noted. Nine patients suffered nausea, 11 
had nausea and vomiting, five had diarrhea, 
two had pruritus ani, and one had vague ab- 
dominal pain. In one patient the nausea and 
vomiting were severe enough to necessitate her 
remaining in bed for three days. This 18-year- 
old girl was unable to tolerate any kind of 
food or drug for two of the days she was con- 
fined to bed. Because of the adverse gastro- 
intestinal reactions it was necessary to dis- 
continue the administration of terramycin in 
12 patients. Two patients noticed an increase 
in the number of formed soft stools, but did 
not have diarrhea. A middle aged woman de- 
veloped monilial vaginitis while under treat- 
ment with this antibiotic. The lesions in- 
voluted slowly under treatment with 5 per 
cent gentian violet solution after terramycin 
was discontinued. 


Local Application of Terramycin in the 
Treatment of Dermatoses.—In the treatment 
of pyodermas or conditions complicated by 
secondary pyogenic infection patients were in- 
structed to remove the crusts or surface exu- 
date with warm water compresses twice daily 
prior to the application of the ointment. In 


August 1953 


all other entities, they were instructed simply 
to apply the ointment twice daily. The 3 per 
cent ointment was used in the treatment of 
728 patients. 


Results of Local Treatment with Terva- 
mycin Ointment.—The results of the local 
treatment of dermatoses with terramycin oint- 
ment may be divided into three categories: 
(1) conditions definitely benefited (Table 4); 
(2) conditions occasionally, partially, or tem- 
porarily improved (Table 5); and (3) con- 
ditions not improved (Table 6). 

Terramycin ointment proved to be of def- 
inite value in the treatment of the pyodermas 
(Table 4). Patients with impetigo contagiosa 
and ecthyma improved rapidly with complete 
involution of lesions in from 3 to 12 days, de- 
pending on the severity of the condition. In 
all other conditions in which pyogenic or- 
ganisms were primarily responsible for the 
eruption similar results were obtained. 

In many conditions such as eczematous 
eruption, epidermophytosis, insect _ bites, 
wounds, seborrheic dermatitis, stasis ulcers, 
kerion and contact dermatitis, where the pri- 
mary dematosis was complicated by secondary 
infection, terramycin ointment had no effect 
on the primary condition, but rapidly cleared 
the secondary infection (Table 5). 


As noted in Table 6 there were many der- 
matoses treated in this study which did not 
respond to local application of terramycin 
ointment. 

Adverse Reactions to Local Treatment.— 
Eight patients developed a mild contact sen- 
sitivity as a result of the local application of 
terramycin, and three developed a severe der- 
matitis. In all of these patients a positive re- 
action to terramycin powder was obtained. 
Control tests of the ointment bases were neg- 
ative.. 

COMMENT 


Orally administered terramycin proved to 
be of value in the treatment of all conditions 
in which there was involvement by pyogenic 
organisms; in erythema multiforme; and in 
granuloma inguinale. It may be considered 
as an adjunct in the therapy of acne vulgaris 
and acne conglobata, but it is not a definite 
curative measure because in the large major- 
ity of cases treated there was a relapse of the 
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LOCAL APPLICATION OF TERRAMYCIN IN THE TREATMENT OF DERMATOSES 
Conditions Definitely Benefited 


Good 
Result 


Total 
Cases 


Adverse 
Reactions 


Shortest 
Time for 
Good 
Result 
7 days 
7 days 
9 days 
6 days 
3 days 
6 days 
5 days 
6 days 
7 days 


Poor Improved No 
Result No  Follow- 
Follow-up up 


Longest 
Time for 


Disease 


Good 
Result 
5 14 days 
15 1 1 
77 l 1 
105 1 
7 
31 
4 
12 


l Abscess, draining 
Acne varioliformis 


24 days 1 
14 days 
12 days 1 
14 days 
21 days 
12 days 1 
14 days 


Impetigo contagiosa 
Paronychia, purulent 


— 


TABLE 4 
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LOCAL APPLICATION OF TERRAMYCIN IN THE TREATMENT OF DERMATOSES 
Conditions Occasionally, Temporarily, or Partially Improved 


isease Total Good 
- . Cases Result 


No 
Improve- 
ment 


No 
Follow-up 


Partial 
Improve- 
ment 


Improved 
No 
Follow-up 


Temporary 
Improve- 
ment 


Atopic dermatitis, infected 
Contact dermatitis, infected 
Eczema, stasis, infected 
Epidermophytosis, infected 


1 
2 


Folliculitis 


Hydradenitis, infected 


Infant eczema, infected 


Infected wounds and desiccation 


n 


TABLE 5 


LOCAL APPLICATION OF TERRAMYCIN IN THE TREATMENT OF DERMATOSES 


Conditions Not Benefited 
Disease Disease 
Molluscum contagiosum 
Papular urticaria 
Pityriasis rosea 
Psoriasis 
Rosacea 
Scabies 


Ecrema chronic lichenoid (neurodermatitis) 


Epidermophytosis 
Epithelioma, basal cell 


Tinea 
Tinea 
Tinea 
Tinea 
Verruca 
Verruca plantaris 


TABLE 6 
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‘ Dermatitis repens 4 
Ecthyma...... 
Pyoderma... 
Otitis externa... . 
Sycosis vulgaris. . . 
| 
15 4 8 3 ° : 
2 1 
1 2 
18 2 15 1 : 
5 2 3 
Infectious eczematoid dermatitis................ 35 14 3 4 10 4 
Seborrheic dermatitis, infected................. 20 2 14 | * 
3 3 
Total 
Cases 
13 
5 
2 
Lupus erythematosus, chronic discoid............... 2 2 be 
5 4 
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eruption after the drug was discontinued. 
Four of the nine patients with herpes zoster 
appeared to be benefited, but two of the re- 
maining five developed severe post-herpetic 
pain. Many dermatoses complicated by sec- 
ondary pyogenic infection such as eczema, se- 
borrheic dermatitis, epidermophytosis and 
stasis ulcers were improved by the medication 
in that the secondary infection was cleared, 
but the primary condition was not benefited. 


Terramycin ointment proved to be of def- 
inite value in the treatment of the pyodermas. 
In many conditions complicated by secondary 
infection the preparation caused rapid eradi- 
cation of the pyoderma, but had no effect on 
the primary condition. It proved to be of no 
value in the treatment of fungus infections. 
Eleven patients developed contact sensitivity 
to the terramycin ointment. 


CONCLUSIONS 


(1) In this study 1,194 patients were treated 
with terramycin. The antibiotic was admin- 
istered orally to 466 patients and topically to 
728. 


(2) The oral administration of terramycin 
proved to be of definite benefit in all condi- 
tions in which pyogenic organisms were the 
primary cause of the disease. 

(3) The oral administration of terramycin 
proved to be of value in the treatment of sec- 
ondary pyogenic invasion of dermatoses such 
as eczema, epidermophytosis, stasis ulcers and 
seborrheic dermatitis, but had no beneficial 
effect on the primary disease. 


(4) The lesions of granuloma inguinale 
healed rapidly following the institution of 
treatment with the oral administration of 
terramycin, and no relapses have been noted. 


(5) The lesions of erythema multiforme re- 
sponded to treatment with terramycin cap- 
sules in 17 of the 24 cases treated. 


(6) No blood dycrasias were encountered 
in this series of cases treated with terramycin 
orally. 


(7) Terramycin ointment caused rapid heal- 
ing of pyogenic infections such as impetigo 
contagiosa and ecthyma. It was also of value 
in the treatment of many skin eruptions com- 
plicated by secondary pyogenic invasion, but 
had no effect on the basic dermatosis. 
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(8) Eleven patients treated with terramycin 
ointment developed a contact sensitivity to 
the drug. Patch tests to the terramycin pow- 
der were positive, establishing this as the cause 
of the reaction, and not the ointment base. 


(9) This drug is a valuable addition to 
those already in use in the treatment of skin 
diseases but, as with all antibiotics, it should 
be used only where there is a specific indica- 
tion. 
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DISCUSSION (Abstract) 


Dr. Beatrice H. Kuhn, Charleston, W. Va.—Since the 
clinical introduction of terramycin, there have been as 
many conflicting claims as to its efficacy, as there 
have for the other antibiotics. Dr. Robinson and his 
co-authors’ thorough investigation clearly defines the 
position of terramycin in dermatology: that it is of 
benefit both locally and systemically in primary pyo- 
genic conditions and in the treatment of secondary 
pyogenic infection; and, finally, in the therapy of 
granuloma inguinale. 


I am in agreement with the authors that no sig- 
nificant effect has been demonstrated with its use 
in herpes zoster. 


There have been several reports of its effectiveness 
in the treatment of enterobius vermicularis which 
suggest another indication for terramycin. I have seen 
several reactions following the use of terramycin in 
addition to diarrhea; two cases of black tongue due 
to monilia; responding to oidiomycin vaccine; six 
cases of pruritus ani et vulvae in which monilia was 
found to be the offender in four. These responded 
well to potassium permanganate sitz baths, vioform® 
and large doses of accessory vitamins. One report has 
suggested the use of actobacillus acidophilus as the 
most effective way of treating this troublesome stoma- 
titis-vaginitis group of reactions. 


Dr. Thomas W. Murrell, Jr., Richmond, Va—It is 
a very difficult matter to evaluate the local applica- 
tion of any antibiotic. The bacteriology is very dif- 
ficult to study, and many of the pyodermas are mixed. 
Sensitivity tests which are performed in_ resistant 
pyodermas give us information in vitro, which is by 
no means consistently effective in vivo. We have been 
impressed with the number of cases in which terramy- 
cin was found to be the antibiotic to which common 
organisms were most sensitive and in which it was 
more consistently effective when tried locally and 
internally. 


We have reviewed 60 cases with dermatosis treated 
with terramycin and we have felt that with local appli- 
cation it certainly has a real place in the treatment of 
sycosis vulgaris. We have not been impressed, how- 
ever, that terramycin is a much better preparation 
for routine application than bacitracin, polymyxin or 
neomycin, and we have had more sensitivity reactions 
from it than we have from bacitracin or neomycin. 


Internally, terramycin has been of particular value 
in the treatment of erythema multiforme as has 
already been pointed out. We have had the experience 
that terramycin has been particularly helpful in treat- 
ing the secondary infection of atopic dermatitis. At 
times, we have given it to atopics when we were not 
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even sure that we could clinically believe that second- 
ary infection was present and we have been very 
much impressed with its helpful effect. In a case of 
erythema induratum which was proved by biopsy, 
the lesions cleared very dramatically. 

We have also used terramycin particularly to treat 
the secondary infection of dermatophytosis of the 
feet hoping that we would get less reactions than we 
did with penicillin. Up to now, we have not had 
reactions with terramycin and we believe it has a 
real place in this situation. 


We shall learn more about these antibiotics when 
we do more bacteriologic studies. When we use anti- 
biotics for a few days and they do no good, it may 
be because we are eliminating so many organisms and 
perhaps 10 per cent remain. Terramycin certainly is 
not so good as neomycin and bacitracin-polymyxin in 
the treatment of mixed infections of the ears because 
it certainly does not do as well against gram-negative 
organisms plus the pyocyaneus groups. 


Dr. Robinson (closing).—Terramycin, like all the 
broad spectrum antibiotics, has a definite place in the 
treatment of dermatoses. More statistical studies must 
be done with all of these drugs, and we have 
to evaluate them from the standpoint of statistics 
rather than from our own emotions. More sensitivity 
tests must be done from time to time to determine 
the value of these things in the treatment of the 
various dermatoses. These drugs should not be used 
unless there is a definite indication that they will be 
of value. 


CONTINUOUS CAUDAL ANESTHESIA 
IN OBSTETRICS* 


A TEN-YEAR STUDY IN A PRIVATE HOSPITAL 


By Herpert S. Orr, JR., M.D. 
Tulsa, Oklahoma 


As an obstetrician and gynecologist I feel 
out of place presenting a paper on anesthesia. 
However I feel so strongly the importance 
of continual study of the anesthetic methods 
used in deliveries and their after effects on 
the newborn that I have spent a great deal 
of time working out the present obstetrical 
anesthesia now used in our hospital. This 
accelerated use of caudal in Hillcrest is not 
due to our salesmanship or any other factor 
than the appreciation of happy mothers with 
normal babies which has forced many original 
objectors to change the technics. Some anes- 
thetists once would not consider using this 
technic, making it necessary for the obste- 


*Read in Section on Anesthesiology, Southern Medical As- 
sociation, Forty-Sixth Annual Meeting, Miami, Florida, No- 
vember 10-13, 1952. 
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trician to give his own anesthetic. In 1942- 
1943 several of the obstetricians went to 
various centers to learn these technics. These 
technics were utilized, combined and modi- 
fied into a standard procedure still very close 
to that we first reported in April, 1944.12 


Our present technic consists of starting the 
caudal as soon as we are sure that the patient 
is in labor sufficiently, either four or five cm. 
dilated or with hard regular five-minute con- 
tractions with good beginning dilations. If 
in doubt we use demerol® first to give a 
time of relief until the determination of the 
labor is sure and stable. However the anes- 
thetic is not started until the pain becomes 
severe or the degree of dilation is such that 
the time interval makes it imperative that 
the anesthetic be started soon. In positioning 
the patient we use two different technics. 
I lay the patient on her side with her back 
to the edge of the table and insert the needle. 
Many others are using the technic of propping 
the patient’s pelvis and thighs across two 
pillows which will support her weight off 
of the abdomen. The patients prefer lying 
on the side for comfort but it is technically 
more difficult to get into the notch. The 
region around the caudal notch is thoroughly 
cleansed, painted with tincture zephiran,® 
and the area over the caudal notch is anes- 
thetized with 1.5 per cent metycaine.® Ordi- 
narily about 10 cc. of metycaine® are required 
to anesthetize the skin, subcutaneous fat and 
the area around the caudal notch. In the 
thinner patient the notch can be reached 
with the skin needle. The caudal needle with 
the stilet is inserted at an angle of about 
45 degrees to the caudal notch with the bevel 
up, then as the caudal notch is struck the 
needle is rotated about 180 degrees and 
pushed on up into the canal. Usually feeling 
your way into the canal you find it necessary 
to depress the hub of the needle and not 
push the needle very far up into the canal, 
so as to reduce the danger of puncture of 
the dura. With the needle in place the stilet 
is removed and a number four caudal catheter 
is inserted with its wire stilet in place but 
the wire withdrawn to where it is not ahead 
of the catheter. Ordinarily the catheter is 
pushed four cm. beyond the end of the needle. 
The stilet is removed from the catheter and 
then the catheter is held in position while 
the needle is withdrawn around it. Usually 


August 1953 


at this time one injects five cc. of metycaine® 
for a test dose unless the labor is progressing 
so rapidly that it is necessary to produce a 
full anesthesia level immediately. The test 
dose is watched for about ten minutes and if 
there is no evidence of reaction, no evidence 
of accidental involvement of the dura, the 
full 25 cc. dose of pontocaine® 0.15 per cent 
is injected to give more lasting anesthesia. 
The catheter is strapped down with adhesive 
and put around to the side of the abdomen 
where it is stoppered by a common straight 
pin. The injections of pontocaine® need not 
be repeated until the patient has evidence of 
pain. The duration of anesthesia from ponto- 
caine® varies from 20 to 30 minutes in rare 
individuals to usually an hour in most, and 
occasionally three- or four-hour relief from 
pain is reached from a single injection. Ade- 
quate injections are made to keep the patient 
comfortable and another 30 cc. injection is 
usually made just before the patient is put 
on the delivery table, unless she has been 
injected within the last fifteen or twenty 
minutes. We use this anesthesia routinely on 
all deliveries unless contraindications are 
present or unless the patient objects, where- 
upon we do not insist. If we cannot convince 
her of the increased safety in the method 
then we use another type of anesthesia rather 
than take the legal risk of the procedure 
against the patient’s wishes. The anesthetist 
or a caudal nurse stays with the patient check- 
ing blood pressure, pulse and fetal heart. 
Since the popularity is best demonstrated by 
the percentages of the total deliveries done 
with caudal anesthesia each year at Hillcrest 
Memorial Hospital we present in Table J the 
percentages since we started the technic. 

In the past two years charity patients have 
not received caudals except in one or two in- 
stances when because of the interest of one 


Year Deliveries Caudal Per Cent 
1943 1105 49 448 
1944 1478 71 4.80 
1945 1392 94 6.75 
1946 1833 464 25.31 
1947 1865 670 $5.92 
1948 1542 579 37.54 
1949 1598 724 45.31 
1950 1590 724 45.47 
1951 1700 771 45.29 
1952 1844 925 50.16 
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or two interns the technic was practiced. This 
was because of the shortage of interns. 

This is not to say that caudal anesthesia is 
perfect or the final answer but that it is a 
very useful technic with a high degree of 
safety in skilled hands. I cannot help think- 
ing that the spontaneous cry of the newborn 
or his good pink color under this method 
is an improvement in the babies’ general 
health and should materially lessen the degree 
of cerebral accidents some of which end in 
cerebral palsy or other related conditions. 
Unfortunately hospital records and follow-ups 
are inadequate for good controlled series on 
this subject. Caudal anesthesia is to be pre- 
ferred in both eclampsia and cardiac condi- 
tions with hypertension, lung conditions, as 
well as the average normal delivery. It is 
more difficult in psychoneurotics of severe 
degree, obesity and caudal deformities. It is 
contraindicated in the presence of local skin 
infection, certain psychoses, sensitivity or 
allergic reaction to local anesthesia, and more 
severe deformities.*-7 We never insist against 
a patient’s wishes but more and more rarely 
do we find antagonism to the method. Any 
breech that I elect as safe to deliver is given 
caudal. 


In summary, we have given our figures 
here showing the percentages of charity and 
private patients who were used by one or two 
physicians for the first three years. The fourth 
year shows a return of a number of younger 
men from the service with a sharp jump in 
usage and the progressive increase in the 
use of the technic each succeeding year in 
the obstetrical service of Hillcrest Memorial 
Hospital. At present few of the obstetricians 
do their own caudals because we have a very 
good anesthesia service with six well trained 
men alternating in anesthesia work of all 
kinds. These men give us the type of anes- 
thesia which the obstetricians and general 
practitioners of this hospital require and are 
capable of using. The percentages include all 
of the deliveries of older men who refused 
to use the technic, all the patients who are 
not available for the technic for psychological 
reasons and the few deformities and infections 
that prevent the use of the technic. In general, 
very few accidents have been seen and the 
great majority were seen in the early days 
when we were changing our drugs, learning 
‘o use the catheter technic entirely and in the 
period when not only were the anesthetists 
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and obstetricians learning the technic but al- 
so the nurses were learning how to help us 
along with these patients. We know of no 
paralysis or other permanent damage. At 
present many of our supervisors prefer to 
have a patient under caudal anesthesia rather 
than other anesthetics, since this calls for less 
watching and care. The caudal patient being 
conscious and cooperative and not in undue 
pain, is able to call for assistance when some- 
thing is needed and can be checked by a 
brief glance into the room. 


In conclusion, caudal anesthesia has become 
progressively more used in our private prac- 
tice as the obstetricians and anesthetists have 
become more skilled in its use and the pa- 
tients have caused more and more referred 
caudal anesthesia to be done. It is a method 
of safety and convenience in skilled hands, 
with a high degree of fetal well being. 
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DISCUSSION (Abstract) 


Dr. Fred E. Woodson, Tulsa, Okla.—Our anesthetic 
group in obstetrics in Tulsa, pioneered the caudal 
anesthesia and we inherited it. I can say this to you 
frankly: from a business standpoint, it consumes a 
great amount of time for the amount that you can 
charge the patient. We have used a caudal nurse who 
has watched the patients. 

During the war, Dr. Sims was with me and we em- 
ployed a nurse, and then we had such a volume of 
business we had to employ two. Over a three-year 
period, in the cost accounting and on the division we 
charged the patient $25.00. Ordinarily we do not dis- 
cuss the practical side of things, but after all, this 
should be analyzed. We charged the patient $25.00 for 
caudal anesthetic, and in our bookkeeping we divided 
that as $10.00 to pay the nursing department. In a 
three-year period it showed a profit in the nursing 
department of $350. 

That relieved the anesthetist of the necessity of 


watching the patient. In other words, when the pa- 
tient was in the hospital and the dilatation was suf- 
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ficient to warrant a caudal anesthetic, the anes- 
thesiologist was available to give the caudal. Some of 
the obstetricians started their own caudal, and some- 
times if all of the anesthetic department is tied up in 
surgery, it is necessary for them to start their own. 
Some hospitals have large groups who handle the 
anesthetic and they divide the time, and the anesthe- 
siologists are on call 24 hours for the administration 
of caudals, if there are enough in the group. 

In our hospital there are two groups, and the 
work is divided so that there is almost always some- 
body to give caudals. We have had a few complica- 
tions. I can recall two very vividly where the dura 
was punctured, and the patient had a level of anes- 
thesia to the clavicle, and had respiratory arrest. 
Fortunately we did not have a fatality in either of 
the two cases, but it took an hour of manual stimula- 
tion to keep the patient going. ‘There are failures, and 
the great percentage of failures in caudal anesthesia 
are in the fat girls. 

Let me tell you of a little incident. Someone con- 
ceived the idea that after we had entered these bottles 
of drugs, either pontocaine,® ether or metycaine® a 
time or two, they were contaminated and ought to be 
re-autoclaved. If you autoclave them you will have 
serious failures until you use up that batch. It took 
a time or two to discover that the obstetrical super- 
visor was autoclaving these sets after we had used 
them, including the drugs. 


Dr. Seymour Alpert, Washington, D. C.—Dr. Orr, I 
am sure, was talking about caudals that are per- 
formed by competent men who can use the technic 
with ease. He said 10 cc. were infiltrated subcutane- 
ously in the tissues. If 10 cc. are infiltrated sub- 
cutaneously, the caudal area will be flooded and you 
will find it difficult to palpate the sacral hiatus land- 
marks. ‘Those who are not very experienced in caudal 
anesthesia should use one or two cc., and they will 
be able to find the caudal canal much more easily. 


I should like to ask why metycaine® is used for 
the skin and then pontocaine® for the caudal. Why 
not stick to one agent rather than use two ampules? 

With multidose ampules, we too have had trouble. 
It is more expensive, but we have much less trouble 
if we discard an ampule after using once. 

Dr. Orr (closing).—We started our method of train- 
ing caudal nurses back in 1942 before Hingson re- 
ported it, just as a matter of convenience to our- 
selves. All of the nurses that we use at Hill- 
crest are Hillcrest graduates who have been trained 
locally. Practically all of them got their original 
training from Dr, Northrup and me. Then Dr. Sims 
and Dr. Woodson started helping us and that took 
a great deal of the load off. 

Our percentage of failures was hard to catalog. I 
have not had time to obtain and clarify all the rec- 
ords. 

We have used zylcaine® and found it not so suc- 
cessful as pontocaine.® 

As for the 10 cc, dose, often IT get as much as 8 cc. 
of it through the caudal notch when I do it myself, 
so that we get relief over the area where the large 
needle is going in. We seem to get much more patient 
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relief that way, more patient response, much less fail- 
ure to hold still and cooperate. 

As far as using two drugs, we have a definite pur. 
pose in that because of the speed in reaction to the 
drugs. Metycaine® gives quicker, fast and sufficient 
anesthesia and we can tell more quickly about our 
reactions with the patient with metycaine® Then 
we use pontocaine® to give a longer duration, so we 
do not have to make as many injections and get as 
much of the edema of the tissue from the repeated 
injections which bring on the descending level of 
anesthesia. 


The matter of premedication has been mentioned. 
Some anesthetists prefer to premedicate with barbit- 
urates so as to cut down on the incidence of reaction. 
Whether they are actually getting an appreciable re- 
duction in the degree of reaction we have no figures 
to show. One of the anesthetists is using the 18- 
gauge thin needles without stylet, and the polyvinyl 
plastic catheters are thrown away with one usage. 

So far as our incidence of operative deliveries is 
concerned, most of the men who use caudals in our 
institution do routine low forceps anyway, and we 
see no appreciable difference so far as difficulty in de- 
livering. In manual rotation with and without for- 
ceps, perhaps we have had to do a few more rotations, 
but we think that the high degree of relaxation that 
we get of the pelvis from the caudal anesthesia is a 
definite improvement to the baby, to such a degree 
that it overweighs any incidence of forceps use. 


THE USE OF VAGINAL HYSTER- 
ECTOMY IN PLASTIC REPAIR* 


By Wittts E. Brown, M.D. 
and 
WILLIAM H. STenstrom, M.D. 
Little Rock, Arkansas 


One of the most common symptom com- 
plexes encountered in the practice of gyne- 
cology and obstetrics is that which the pa- 
tient expresses as: “My organs are falling 
out,” “bearing down feeling in the pelvis,” 
or “I have a heavy pressure in my pelvis.” 
These symptoms are most frequently en- 
countered in the late thirties, the forties, and 
early fifties and are seen in women who have 
had several children. 

These common clinical symptoms are usu- 
ally associated with some disruption of the 
pelvic fascial support. This disruption or re- 
laxation may involve the entire endopelvic 


*Read in Section on Gynecology, Southern Medical Associ- 
ation, Forty-Sixth Annual Meeting, Miami, Florida, November 
10-18, 1952. 

*From the Department of Obstetrics and Gynecology, Uni- 
versity of Arkansas School of Medicine, Little Rock, Arkansas. 
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fascial support, or may be associated with a 
tear in a specific condensation or ligament. 

These disruptions are usually the result of 
birth injury superimposed upon congenital 
weakness or incompetence of this fascial struc- 
ture. They may be seen in patients with pro- 
longed labor, precipitate labor, traumatic la- 
bor or multiple pregnancies. Frequently the 
patient’s symptoms do not come to the fore 
until there is the onset of genital atrophy 
associated with ovarian senescence. ‘These 
three features then, birth trauma, congenital 
deficiency, and atrophy, set the stage for their 
onset. 

The examination of women complaining 
of these symptoms usually reveals the several 
pelvic viscera herniating through the endo- 
pelvic fascia. Anatomical descriptive names 
have been applied to them as follows: herni- 
ation of the urethra is called a urethrocele; 
herniation of the bladder is called a cystocele; 
herniation of the uterus is called a prolapse 
(rather than uterocele); herniation of the 
small bowel through the cul-de-sac of Doug- 
las is called an enterocele; and finally her- 
niation of the rectum through the perirectal 
fascia protruding through the vagina is called 
a rectocele. The protrusion of the pelvic 
viscera through the pelvic fascia is similar to 
other hernias through the abdominal wall, 
and the same basic principles are employed 
in their repair, namely: the isolation of the 
hernial defect, the replacement of the viscera, 
and the reconstruction of the fascial support. 


The methods of treatment of this symptom 
complex have followed essentially the same 
historical development as that found in the 
inguinal hernias and other abdominal wall 
defects. Various and sundry mechanical de- 
vices (pessaries) have been devised to support 
the pelvic fascia in much the same fashion 
that the truss was employed for the inguinal 
defect. Likewise, several obliterative proce- 
dures have been developed for closure of the 
endopelvic fascia in much the same fashion 
that the injection treatment of the inguinal 
hernia was employed. The functionalist with 
his use of corrective exercises has had a role 
in the management of both inguinal and 
pelvic hernias. 

With the great strides made in surgical, 
anesthetic and antibiotic care of patients, the 
surgical correction of these difficulties has 
become the best method of relieving the symp- 
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toms. It is with the surgical correction of 
these defects that we wish to deal in this 
presentation. 


There are a number of false surgical con- 
cepts which should be dispensed with. It is as 
foolish to suspend the uterus to the abdom- 
inal wall for the correction of prolapse as it 
would be to suspend a loop of ileum to the 
abdominal wall in the correction of an in- 
guinal hernia. Nevertheless, this procedure 
is still employed all too frequently in the mis- 
guided concept that there is something wrong 
with the uterus that makes it prolapse. Such 
a procedure fails almost as often as a similar 
procedure would fail if employed in the cor- 
rection of an inguinal hernia. Obliterative 
procedures in the control of endopelvic fascial 
disruption are restricted to the very few 
women with special problems. Pessaries are 
rarely indicated today. 

For all other women with pelvic hernias, 
the plastic repair of the fascial defect is the 
procedure of choice. 


Coincident with the surgical repair of the 
pelvic relaxation, additional surgery is fre- 
quently found desirable or necessary. It is 
common practice to protect such an anatom- 
ical restoration by sterilization of these wom- 
en provided their reproductive desires have 
been accomplished. At times oophorectomy 
may be indicated when there are tumors of 
these structures. Likewise, it is common for 
the uterus to be removed, either abdominally 
or vaginally and either totally or subtotally. 
Perhaps the most common current surgical 
procedure is the subtotal removal of the uterus 
(amputation of the cervix) from the vagina 
at the time of the vaginal plastic operation. 

It is the purpose of this paper to present 
our experience with the total removal of the 
uterus per vaginam as adjuvant surgery associ- 
ated with the plastic reconstruction of the 
pelvic floor. 


Material—At the University of Arkansas 
prior to 1949, the vaginal hysterectomy was 
not frequently employed. In 1948, the vaginal 
plastic operation was employed 39 times com- 
bined with subtotal removal of the uterus 
(conization or amputation of the cervix) while 
vaginal hysterectomy was utilized in only six 
instances (Table /). Beginning in 1949, vag- 
inal hysterectomy was introduced as an ad- 
junct to vaginal plastic repair. Since 1949 
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and through 1951, 127 vaginal hysterectomies 
were done in conjunction with vaginal plastic 
repair. This represents an almost 500 per 
cent increase over the previous years. The 
clinical material and number of gynecologic 
operations is essentially the same over this 
interval so that this represents a true change 
in surgical care rather than an apparent 
change in material. 

The several tables indicate the type of 
surgical repair undertaken together with the 
age and race distribution of the patients con- 
sidered (Tables 2 and 3). As indicated in the 
tables, the age, parity, and race of these pa- 
tients are in agreement with other reports. 
The indication for the surgical attack was 
primarily for symptoms of relaxation and 
bleeding. 

During the transition interval in 1948- 
1949, a residency service was inaugurated at 


VAGINAL PLASTIC OPERATIONS—1948-1951 


Gynecologic Total No. with Per Cent 
Surgery Vaginal Vaginal Vaginal 
Number Plastics Hyst. Hyst. 
1948 471 45 6 13 
1949 420 67 35 52 
1950 483 71 54 75 hes 
1951 537 65 38 60 
248 133 
TaBLe 1 
INDICATIONS FOR SURGERY 

Anatomical defect, minor symptoms............. 17 
Symptoms of relanation.................... .227 

279 

TYPE OF SURGERY 
Per Cent 
Vaginal hysterectomy plus plastic repair......... 133 54 
Vaginal plastic plus abdominal surgery*........ 24 10 
Anterior repair only (incontinence)............. 16 6 
Manchester repair (chiefly 1948)................ 10 4 
Conization of cervix plus plastic repair.......... 59 24 
Plastic plus miscellaneous surgery.............. 6 2 
*ABNORMAL SURGERY 
Uterine myoma—12 Ovarian—6 

Chronic pelvic inflammatory disease............ 1 
Intraepithelial carcinoma of cervix............ 1 

24 
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the University Hospital. During the early era 
the majority of the surgical procedures were 
done by senior gynecologic surgeons on the 
attending staff. During the latter interval 
the majority, or 114 of the 127, of the surgical 
procedures were done by the junior surgeons 
and residents under the direction of the senior 
staff. The use of vaginal hysterectomy with 
plastic repair is not new. However, one pur- 
pose of this report is to illustrate the feasi- 
bility of introducing this type of procedure 
in an area where it had not been previously 
employed and the practicality of teaching 
residents this technic. 


Results——Just as the proof of the pudding 
is in the eating thereof, so the substance of 
this report must be found in the complica- 
tions and results of this type of procedure. 
In Tables 4 through 7 are listed the mor- 
bidity, hospital stay and complications found 
with vaginal plastic repair, with subtotal hys- 
terectomy (amputation of the cervix), with the 


Age of Patients Number Per Cent 

248 99.97 

Parity 

0-6 (3 previous hysterectomies) 
2-17 6-32 
3-26 7-16 
4-27 8-22 
5-40 9-13 
10 + 28 (14 maximum) 
Race 
TABLe 3 
BLOOD TRANSFUSIONS 
Plastic Repair Plastic Repair Plastic Repair 
Vag. Abdom. Amput. 
Hysterectomy Hysterectomy of Cervix 
0 13 1 26 
0-500 67 11 51 
500-1000 36 9 12 

1000-1500 7 2 1 

1500-2000 5 1 

2000 + 5 1 

Number 

receiving transfusions 120 23 65 

Per cent 90 96 72 

133 24 91 


TABLE 4 
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vaginal plastic repair associated with total 
vaginal hysterectomy, and the vaginal plastic 
procedure combined with abdominal hyster- 
ectomy. 

It is interesting to note that the morbidity 
and hospital stay aie approximately the same 
in the three groups of patients. There is a 
slight and probably insignificant increase in 
morbidity when hysterectomy is added to the 
plastic repair. When it is recalled that many 
of these patients require additional surgical 
care (Table 8), the increased morbidity is prob- 
ably insignificant. Furthermore, the average 
length of the hospital stay is essentially the 


same. 
DAYS OF MORBIDITY POSTOPERATIVE* 
Plastic Repair Plastic Repair Plastic Repair 

Davs ag. dom. Amput. 
Po. Hysterectomy Surgery of Cervix 

0 33 6 45 

1 32 2 21 

2 24 8 15 

3 20 4 6 

4 8 1 2 

5 3 1 2 

6 6 0 

7 2 1 

8 3 2 

9 1 

10+ 2 
Total morbidity 100 18 46 
Per cent 75 75 50 


*Definition—100.4 on 
excluding first 24 hours. 


two consecutive days postoperative 


TABLE 5 


HOSPITAL DAYS POSTOPERATIVE 


Plastic Repair Plastic Repair Plastic Repair 
ag. Abdom. Amput. 
Hysterectomy Hysterectomy of Cervix 
5 0 0 1 
6 0 0 4 
7 18 4 7 
8 35 2 29 
9 21 5 23 
10 10 4 8 
il 12 ) 4% 
12 10 } 0 3 
13 6 } 0 } 3 
2 1 2 
4 + 18 4 , 10 } 
Per cent over 10 days 37 37 25 
Average days 9.73 10.25 9.63 
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One consideration in the utilization of vag- 
inal hysterectomy in conjunction with the 
vaginal plastic operation is the alleged pro- 
longation of the operating time and the in- 
crease in blood loss. As indicated in Table 4, 
despite the fact that vaginal hysterectomy in 
conjunction with plastic repair was done by 
junior surgeons and the plastics alone were 
done by senior surgeons, the average blood 
transfusions were essentially the same. 


As seen in Table 7, there were approxi- 
mately the same incidence and distribution 
of complications in the three groups of pa- 
tients. However, 13 patients handled by vag- 
inal plastic had subsequent complications re- 
quiring additional care only as outlined in 
Table 8. If these are added to the operative 


SURGICAL COMPLICATIONS 
Plastic Repair Plastic Repair Plastic Repair aa 
Item Vag. Hyst. Abdom.Hyst. Amput. Cervix 
None 50 8 39 a 
Per cent 37 33 42° 28 
Pelvic 
Cuff hematoma 9 5 
Pelvic infection 5 1 1 
Shock 9 2 
Wound infection 1 
Postop. bleed. 3 2 6 
Severe pain 8 1 
Unsuspected Ca 1 
Cystitis 62 16 43 
Mild 23 5 24 
Severe 18 2 16 
Unstated 21 9 3 
Extra Pelvic 
Pulmo’ry complic. 3 2 1 
Tleus 1 2 
Dehydration 1 1 
Cerebral hemo’age | 
Thrombophlebitis 1 1 
Foot drop 1 1 
Tr’fusion reaction 1 1 
Cardiac failure 1 
Deaths 1 1 
*See Table 8. 
TABLE 7 


SUBSEQUENT UTERINE COMPLICATIONS AFTER 
PLASTIC REPAIR 


X-ray sterilization required for bleeding.................... 6 
Dilatation and curettage for bleeding..................... 3 

13 


If these complications are added to the complications listed 
in Table 7, only 28 per cent of the patients escaped complica- 
tions. 


TABLE 6 


TABLE 8 


3 

3 
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complications, the apparent slight advantage 
becomes a distinct disadvantage in that only 
28 per cent of these patients escaped complica- 
tions compared with 37 per cent for vaginal 
hysterectomy and 33 per cent for abdominal 
hysterectomy group. 


From the standpoint of the patient, the 
final evaluation is in the clinical results ob- 
tained. Has she good support of her pelvic 
viscera? Has she an adequate vaginal canal 
for coitus? Has her chief complaint been 
alleviated? Vaginal plastic surgery like all 
plastic surgery has its limitations and it is 
seldom that more than 80 to 85 per cent ex- 
cellent results are obtained. Plastic surgery 
more than other forms of surgery is dependent 
upon the experience and skill of the surgeon. 
In this regard, it is of interest to compare the 
results obtained in this series of patients. Ap- 
proximately the same percentage of patients 
was observed postoperatively, and examination 
revealed good to excellent results in approxi- 
mately the same number of patients. The 
combined vaginal plastic-abdominal _hyster- 
ectomy procedure seemed to offer some ad- 
vantage in this regard. The alleged higher in- 
cidence of recurrent relaxations following the 
addition of the vaginal hysterectomy is not 
observed in this group (Table 9). 


A summary of the data presented would 
suggest that the addition of hysterectomy 
does not significantly prolong the hospitali- 
zation, nor increase the incidence of complica- 
tions, and can provide satisfactory results, 


CLINICAL RESULTS 


Plastic Repair 


Plastic Repair Plastic Repair 
Vag. Hyst. 


Abdom. Hyst. Amput. Cervix 


No. PerCent No. PerCent No. Per Cent 

Good 86 65 17 71 71 7 = 
Fair 12 9 3 12 7 8 
Poor 

(Enterocele, 10 14 

vault prolapse, 

or other 

relaxation) 
Subsequent 

complications 
Vaginal 

constriction 5 1 
Urethro- 

vaginal fistulae 1 
Posterior 

repair poor 5 2 2 
Expired 1 1 
No follow-up ll 2 7 


_ *See Table 8; 13 women required subsequent care. 
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while simple plastic alone is frequently fol- 
lowed by subsequent complications requiring 
further care. These data further suggest that 
this procedure can be introduced safely into 
a residency training program. 


Certain limitations to the use of this pro- 
cedure are obvious. A precise knowledge of 
the surgical anatomy is essential on the part 
of the surgeon. The utilization of vaginal hys- 
terectomy in the absence of marked uterine 
prolapse requires detailed and explicit knowl- 
edge of pelvic anatomy, and clinical surgical 
experience not usually available to the casual 
general surgeon. 


Also, the presence of certain pathological 
entities such as inflammatory disease or en- 
largements of the uterus make this procedure 
unsatisfactory. 


The role of the uterus in genital physiology 
has been well expounded by many authors. It 
is primarily a reproductive organ, not a men- 
struating organ. Any consideration of removal 
of the uterus should take into account the 
probable role which this organ has yet to play 
in the reproductive wishes and needs of this 
patient. Whenever sterilization is to be con- 
templated, it would seem feasible to utilize 
the hysterectomy as the most satisfactory 
method of accomplishing this end. 


In the past it has been customary to carry 
out a plastic repair of the pelvic fascia and 
rely upon irradiation or other technics for the 
control of abnormal functional uterine bleed- 
ing of the climacteric. The cervical stenosis 
which rather commonly follows cervical ampu- 
tation and conization frequently produces re- 
current pyometra with its attendant diffi- 
culties. 

While carcinoma of the cervix can be 
greatly reduced by cervical amputation or 
conization (subtotal hysterectomy), carcinoma 
of the fundus still remains a real potential 
threat. Since the incidence of carcinoma of 
the fundus is somewhat increased in patients 
receiving irradiation for menopausal bleeding, 
quite obviously total hysterectomy is pref- 
erable in these women. 

While one hesitates to utilize cancerphobia 
as a reason for enlarging the scope of surgical 
care, the evidence presented here tends to sug- 
gest that it is a safe and wise addition. We 
have long deplored the subtotal abdominal 
hysterectomy and it seems equally wise to de- 
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plore the subtotal vaginal amputation of the 
uterus. 

The results obtained in our clinic from the 
addition of vaginal hysterectomy to recon- 
structive plastic surgery are as satisfactory as 
those obtained without it. We recognize that 
this is slightly contrary to the experience re- 
ported by others. In some reports the inci- 
dence of vault prolapse following vaginal hys- 
terectomy has been sufficiently high to war- 
rant the utilization of either the Wertheim 
or the Watkins interposition operation or sub- 
total amputation of the fundus and cervix 
with retention of the intermediate isthmial 
zone of the uterus for support. It is our opin- 
ion based upon anatomical dissection and the 
experience here reported that the support of 
the pelvic viscera is dependent upon the endo- 
pelvic fascia of which the cardinal ligaments 
and sacro-uterine ligaments are only a con- 
densation. We are not inclined to assign to the 
uterus per se any actual supporting role. In 
fact, the necessary shortening of the broad 
ligament brought about by the removal of 
the intervening uterus tends to enhance the 
support supplied to the vaginal vault. 


Thus, several advantages are available to 
the patient when hysterectomy can safely be 
combined with the vaginal plastic operation. 
Not only are the clinical results of the plastic 
repair good, but the subsequent vaginal bleed- 
ing, and potential carcinoma are eliminated. 

One cannot wisely embark upon this pro- 
cedure in patients who have existing intra- 
pelvic disease, particularly old inflammatory 
processes. At times these cannot be recognized 
preoperatively. In our own clinic, we open 
the anterior or posterior cul-de-sac at the time 
of vaginal plastic repair and with our finger 
explore the pelvic peritoneal cavity. If the 
uterus or adnexa are significantly adherent to 
the omentum or bowel so that surgical re- 
moval of the uterus through the vagina would 
be technically ill-advised, the peritoneum can 
be closed, the plastic completed, and other 
methods of handling the problem can be 
utilized, usually by abdominal hysterectomy. 


Lastly, the desire for future childbearing 
obviously interdicts the use of this technic. 
Women can safely have subsequent vaginal 
deliveries following extensive plastic repair 
if they are properly protected during the sec- 
ond stage of labor, for the anterior wall repair 
usually remains well supported. 
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SUMMARY 


(1) In the hands of the gynecologist, vag- 
inal hysterectomy can be safely added to the 
vaginal plastic operation. 

(2) The advantages of vaginal hysterectomy 
are significant. 

(3) The addition of this technic does not 
significantly increase the risk or complica- 
tions of the plastic operation. 

(4) Clinical results of the combined pro- 
cedure are good. 


DISCUSSION (Abstract) 


Dr. Waverly R. Payne, Newport News, Va.—Most 
of us are aware of the fact that vaginal hysterectomy 
is an essential part of pelvic floor reconstruction, yet 
one of the most neglected phases of gynecologic train- 
ing. By removing the uterus one eliminates not only 
the weight and pressure therefrom, but also the possi- 
bility of future disease. I should like to call your 
attention to the importance of complete medical and 
urological study preliminary to this type of operation, 
particularly in older women. Skilled anesthetists or 
anesthesiologists undoubtedly have added a great deal 
to the safety of this type operation. The age of the 
patient per se should not be much of a problem pro- 
vided that physical findings are within safe limits. 


Dr. Brown (closing)—I should like to suggest that in 
planning a surgical attack our minds be kept open 
so that if, in the dissection, we find an unsuspected 
enterocele, it may be recognized and included in the 
repair; or if one finds an unsuspected enterocele, it 
may be repaired. As one carries out the dissection, 
one can add the necessary technics which will give 
these patients the most satisfactory reconstructed pelvic 
floor. These technics can be taught to conscientious, 
alert, young gynecolgic surgeons. 


PREVENCEPTION INSURANCE: 
PANHYSTERECTOMY VERSUS 
TUBECTOMY* 


By Water L. Tuomas, M.A., M.D. 
Durham, North Carolina 


The indications for human sterilization 
will not be reviewed at this time. There must 
be good medical indications, carefully and 
thoroughly evaluated, before the physician 


*Read in Section on Gynecology, Southern Medical Associa- 
tion, Forty-Sixth Annual Meeting, Miami, Florida, November 
10-13, 1952. 

*From the Department of Obstetrics and Gynecology, Duke 
University School of Medicine, Durham, North Carolina. 
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attempts to insure a permanent protection 
against pregnancy. There are also well estab- 
lished eugenic indications. This discussion 
is concerned with the technics for permanent 
conception control. 


Traditionally and universally the technic 
for sterilization of the female is a variety of 
operations upon the tubes. A review of 
35,000 tubal procedures yields a failure rate of 
1 to 200.1 The spontaneous reopening of the 
tubes ends in an uterine pregnancy or a tubal 
or extrauterine pregnancy. More serious and 
far more frequent than these failures is the 
subsequent development of uterine disease 
such as symptomatic fibromyomata uteri, 
functional uterine bleeding, endometriosis, 
pre-invasive cancer and even invasive cancer 
of the uterus. Pathologic conditions require 
a second major operation in many individ- 
uals. An inventory of the author’s gynecol- 
ogical surgery for 1950 reveals the astounding 
fact that 71 per cent of the major procedures 
were upon women who had already under- 
gone previous inadequate, and often ill ad- 
vised operations, such as tubal ligations, tubal 
resections, hysteropexies, partial oophorec- 
tomies, amputation of the cervix, and so on 
in a variety of combinations. 


The following patient has been selected 
from many who will exemplify a failure of 
tubectomy. 


A 40-year-old white married para 5-2-3 was first 
seen on December 1, 1949, with a history of amenor- 
rhea since August 12, 1949, and with subjective symp- 
toms and signs of pregnancy. Her past history re- 
vealed that she had had elsewhere a right salpingec- 
tomy, a partial right oophorocystectomy and appen- 
dectomy performed for right lower quadrant pain in 
1939. In 1944, two months after the delivery of a 
living full term infant, she had a partial left salpingec- 
tomy and right oophorocystectomy to prevent future 
pregnancies. For seven years she had merrily gone 
along secure in the knowledge that she would never 
again become pregnant. However, there had been a 
spontaneous reopening of the left tube and on De- 
cember 1, 1949, she was found to have a normal 314 
months’ pregnancy. The patient was spontaneously 
delivered of a normal male infant weighing 2978 
grams on May 25, 1950. 


The second patient is selected to illustrate 
the subsequent development of an uterine 
malignancy following a tubectomy. Many 
other patients could be reported. 

A 33-year-old white divorcee, para 2-0-2, was seen 


in consultation for the psychiatric service on July 12, 
1951. She was receiving carbon dioxide therapy be- 


August 1953 


cause of a conversion hysteria. Her past gynecologic 
history showed that in August of 1947 she had under- 
gone a pelvic laparotomy elsewhere, namely a bilateral 
salpingectomy, suspension of the uterus, both ovaries 
“trimmed” and appendectomy in order to insure 
against future pregnancies. The sterilization was 
done because of repeated nervous breakdowns and a 
complaint of fainting without any reason. The nurses 
reported on the psychiatric ward after twenty days 
hospitalization and eighteen carbon dioxide treat- 
ments that the patient had experienced some vaginal 
bleeding daily since her admission. This was the 
reason for the gynecologic consultation. Pelvic exam- 
ination revealed a Stage I squamous cell carcinoma of 
the cervix confirmed by a type V Papanicolaou smear 
and a positive biopsy. A radical panhysterectomy, 
bilateral salpingo-oophorectomy and bilateral radical 
pelvic lymphadenectomy were performed on July 19, 
1951. The microscopic examination revealed the car- 
cinoma to be confined to the cervix. Subsequent ex- 
aminations have revealed no evidence of local recur- 
rence or extension of the carcinoma. 


The third patient was selected from a 
large series to show the development of symp- 
tomatic fibromyomata following a puerperal 
tubal sterilization. 

A 39-year-old white married para 5-0-4 was first 
seen on April 16, 1950, complaining of profuse and 
prolonged uterine bleeding, acquired dysmenorrhea, 
and a lower abdominal mass of six months’ duration. 
In August 1945, twenty-four hours after a spontaneous 
delivery of a living infant, she had had a puerperal 
Pomeroy sterilization. She now was found to have a 
large, nodular, uterus extending 20 cm. above the 
symphysis. The hemoglobin was 45 per cent. She 
was given replacement transfusions and a panhystero- 
myomectomy and appendectomy were performed on 
April 23, 1950. 

Every gynecologist and obstetrician in this 
audience could give similar case reports. In- 
deed, the number would be great. 

Is there any better technic than tubectomy 
to insure against future pregnancies and in 
addition make the woman secure against the 
subsequent development of serious uterine 
disease which may require a second operation 
or which may even cost the woman’s life? 
Panhysterectomy is the ideal operation! 


The uterus is not a gland. The endocrin- 
ologists have demonstrated no internal secre- 
tion from it. Edward C. Hughes? in his ex- 
cellent treatise on “The Intrinsic Metabolism 
of the Endometrium of the Uterus” says in 
his opening paragraph, 

“The intrinsic metabolism of the uterus is perhaps 
the most important and indispensable of the physi- 
ological processes involved in reproduction. The 
uterus must prepare a site for implantation, produce 
food for the development of the embryo, and expel 


t 
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the products when they are capable of independent 
existence.” 

In other words, the one and the only func- 
tion of the uterus is to provide a nidation for 
the fertilized ovum and to be an incubator 
for the development of the embryo to ma- 
turity, and to expel the fetus. With repro- 
duction completed, the uterus contributes 
nothing: the womb is then a potential lia- 
bility. 

Panhysterectomy, vaginal or abdominal, 
would seem to us to be logically preferred 
to tubectomy not only for protection against 
harmful reproduction but also to assure the 
woman of happier and healthier years. Vag- 
inal hysterectomy, we think, should be the 
elective procedure unless contraindicated. 
Any necessary vaginal plastic repair can be 
easily performed at the same time. 


Some of you will be prone to argue that 
the woman’s physiology or perhaps her psy- 
chology will be disturbed without her men- 
strual function. A woman menstruates be- 
cause she does not become pregnant. The 
cyclic endometrial growth and regression rep- 
resent repeated preparations for the implanta- 
tion of the fertilized ovum. When the physi- 
ology of the uterus is explained to the patient 
before hysterectomy, 100 per cent of them 
are very happy to be rid of the menstrual 
function, that is, if reproduction is out of the 
question. 


A complete removal of the uterus does not 
interfere with normal sex life; in many in- 
stances it actually improves it. Upon ques- 
tioning many women concerning marital life 
following hysterectomy, we have found com- 
plete agreement that libido and normal sex 
life are in no way interfered with by the pro- 
cedure. We do not believe that these women 
were trying to please us by making such 
statements. 


Davis* has recommended a complete ce- 
sarean hysterectomy rather than a cesarean 
section plus tubectomy. We are in complete 
agreement with him. We disagree with him 
only when he routinely removes one normal 
adnexum. Many obstetricians perform cesare- 
an hysterectomy only when there is a patho- 
logic condition (fibromyomata, uterine infec- 
tion, uncontrollable hemorrhage) already 
present in the uterus. We believe that cesa- 
tean panhysterectomy should likewise be 
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done to prevent subsequent abnormalities. 
A removed uterus cannot develop symptomat- 
ic fibromyomata, endometrial polyps, func- 
tional uterine bleeding, cancer of the endome- 
trium, cancer of the cervix or any serious 
degenerative or annoying disease. The post- 
operative course of cesarean panhysterectomy 
is usually uncomplicated. The postoperative 
course is even more uneventful and smoother 
than in simple cesarean section. There is no 
uterine involution to undergo. We likewise 
recommend a complete hysterectomy rather 
than an abdomin:! hysterotomy plus tubec- 
tomy. 

The mortality rate of a panhysterectomy 
should not exceed that of a tubectomy when 
a well qualified pelvic surgeon performs the 
procedure. Even if the rate should be higher, 
the over-all rate will be lower if one considers 
the frequent second operations for uterine 
disease. Unqualified operators may claim 
that hysterectomy is a more formidable proce- 
dure than tubectomy; that ureters are en- 
dangered; that the ovarian blood supply may 
be compromised resulting in ovarian cyst for- 
mation; that the operating time is increased; 
that the vagina is shortened, and so on. Qual- 
ified pelvic surgeons will contend that these 
claims are untrue. Of course, the unqualified 
operator should perform tubectomy rather 
than risk increased mortality or such compli- 
cations as are described. 


If one ponders, he must agree that pan- 
hysterectomy not only insures permanent pro- 
tection against harmful future pregnancies, 
but more importantly the procedure will pre- 
vent the development of subsequent uterine 
disease. 

SUMMARY 


Panhysterectomy is to be preferred to tu- 
bectomy for prevenception insurance because 
there are no failures and more importantly, 
there is no chance for subsequent develop- 
ment of serious uterine disease. With repro- 
duction completed the uterus contributes 
nothing: in fact, the womb is then a potential 
liability. Vaginal hysterectomy is ideal unless 
contraindicated. Plastic vaginal repair of 
frequently associated cystourethrocele, recto- 
cele, and perineal laceration can be easily 
accomplished at the same time. 


Do the more definitive operation and as- 
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sure the woman of happier and _ healthier 

after years! 
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DISCUSSION (Abstract) 


Dr. Ralph W. Jack, Miami, Fla—Most gynecolo- 
gists have given consideration in their own minds 
many times to this problem, and it is probably be- 
cause of the general controversial nature of the sub- 
ject of sterilization itself that it has not been more 
thoroughly discussed previously. I believe that there 
are very few of us who have not taken advantage 
of minor asymptomatic pathological conditions in the 
uterus as an excuse to do a hysterectomy for the sole 
purpose of accomplishing sterilization. A variety of 
fears and perhaps traditional phobias have kept this 
subject in the background and particularly out of 
open discussion. 


We all must agree with Dr. Thomas that the uterus 
becomes a liability to a woman's future security once 
its function of reproduction is terminated. We must, 
however, by necessity also consider her present secu- 
rity in comparing the merits of the various technical 
methods of accomplishing sterilization. Let us con- 
sider briefly some of the present and future security 
values. 


The avoidance of the possible occurrence of future 
uterine disease is the main advantage for the future. 
I am sorry that my experience with the patient's 
sexual situation following panhysterectomy is not so 
good as Dr. Thomas’. We, here in Miami, eventually 
see many patients who have had panhysterectomy 
performed by all of the different technics employed in 
many different parts of the country and world by a 
great variety of operators. They are not all sexually 
happy. Libido is not reduced and is sometimes en- 
hanced but this seems due to the security against 
conception and is equally present in the patients who 
have had tubal sterilization, and in those whose hus- 
bands have been sterilized. There is no question, 
however, about the occasional case of dyspareunia 
most commonly due to a foreshortened vagina. They 
constitute a definite danger group. 


Now regarding present security: That would be 
greatly lessened by doing hysterectomy, either total 
or subtotal, in many cases. The increased operating 
hazard and the increased economic loss for the patient 
will both have to be considered in making a decision 
in favor of such a procedure. On the financial side 
alone we shall have increased operating room costs, 
increased anesthesia charges, increased hospitalization 
expenses, and increased convalescence with its eco- 
nomic time loss. What about the professional fee? 
Will that remain the same? The increased operating 
hazard is one that interests me particularly. If we 
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have good indications for doing sterilization proce- 
dures in the first place, it means we are dealing with 
a large group of poor operative risks. How many 
gynecological surgeons can in reality say that their 
panhysterectomies, or even their sub-total hysterec- 
tomies, carry as little operative risk as their tubal 
sterilization procedures? Furthermore, the large ma- 
jority of sterilization procedures are for many reasons 
best done at the time of a cesarean delivery or in the 
immediate postpartum recovery time. That means 
we have all of the increased pelvic circulation to con- 
tend with. To me there is no more difficult or dan- 
gerous time to do a panhysterectomy. 


The chief dangers, as I see it, in advocating hys- 
terectomy as a procedure of choice to accomplish 
sterilization is that it must cause an increased mor- 
bidity and even mortality over the tubal operation 
group. This, in reality, actually defeats the funda- 
mental purpose in the background for most indica- 
tions for sterilizing the patient. We advocate pan- 
hysterectomy over supravaginal hysterectomy for the 
same type of future security reasons. We recognize, 
however, that it is just as important to have the 
surgical judgment of when not to do a total hysterec- 
tomy as it is to know how to do it in the first place. 
That same important factor of surgical judgment will 
have to play a leading role in the selection of cases 
for this procedure. 


In closing, let me say that I agree that for patho- 
logical accounting purposes we should acknowledge 
panhysterectomy as an acceptable procedure to ac- 
complish female sterilization and that it is without 
doubt the ideal procedure from the point of view 
of the patient’s future health security. On the other 
hand, let us not forget that there is no indication 
for sterilization that warrants present increased mor- 
tality hazards. 


Dr. Hugh G. Hamilton, Kansas City, Mo—1 think 
probably we are misunderstanding what Dr. Thomas 
is saying. I do not believe that Dr. Thomas is advo- 
cating that we do a primary operation for sterilization 
alone where we open the abdomen and do a pan- 
hysterectomy. 

Dr. Thomas doubtless means that, if the woman is 
going to be sterilized, then that is the operation of 
choice, but that the abdomen should not be invaded 
for sterilization purposes alone when, after all, in the 
normal family, it takes two particular things to produce 
a pregnancy; one, it takes an ovum produced by the 
woman, and, two, in the normal family, it takes a 
sperm produced by the husband. I would suggest 
that probably there has been some misunderstanding 
of Dr. Thomas’ position. At least the way I interpret 
it is that if you are going to open the abdomen and 
you are going to do it for the presence of disease, 
then do the panhysterectomy. If you are going to 
sterilize the family, then why do a major operation 
on the woman when it is simple to sterilize the man? 

Dr. M. Y. Dabney, Birmingham, Ala.—This is the 


only paper I have ever heard from Duke University 
that I could not endorse. 


A routine hysterectomy instead of tubal ligation to 
prevent conception is like amputating a leg to get rid 


Vol 
of 
bre 
! 
tail 
exc 
the 
] 
the 
hy: 
do 
ar 
pr 
pe 
hy 
re 
lo 
sic 
ch 
fo 
ic 
, in 
tl 
I 
0 
ir 
fi 
ti 
h 
i 
t 
I 
f 


Vol. 46 No. 8 


of a boil. It is like removing a perfectly normal 
breast because later perhaps a cancer might develop. 


Anyone able to do a good panhysterectomy is cer- 
tainly capable of ligating tubes or making a wedge 
excision of the uterine ends of the tubes and covering 
them over with silk sutures. The mortality should be 
zero and the result most satisfactory. 


Even though many practitioners are not able to do 
the simple method successfully every time, by no means 
does it justify the skilled surgeon in doing a pan- 
hysterectomy. 


Dr. James R. Reinberger, Memphis, Tenn.—I, too, 
do not see any reason for burning down the house to 
get rid of the rats. 


The majority of our patients who seek sterilization 
are young women under 40 years of age. Hence, any 
procedure which removes the uterus for sterilization 
purposes only is a bit too radical. The effect of the 
hysterectomy upon the ovaries in the young is well 
recognized, and there is unquestionably some psycho- 
logical effect on some patients in later life. I do con- 
sider, however, panhysterectomy the operation of 
choice for patients over 40 years of age or in patients 
who have a diseased uterus or adnexa. 


I do not know how many sterilizations I have per- 
formed, both in private practice and on various serv- 
ices, over the past 30 years. I can say, however, that 
in private practice I have had only two failures by 
the simple tubal-ligation method. On one occasion, 
I suspect that either my associate or I failed to carry 
out the procedure on his side. In the second case, as 
in the first, the patient came back and was re- 
operated upon for a previous cesarean section; in 
which instance, a bilateral salpingectomy was per- 
formed and microscopic sections revealed a recanaliza- 
tion of one tube. 


Most of our cases done in the past five years have 
had immediate postpartum sterilization. This is done 
in the first 24 hours after delivery. Morbidity and 
mortality were nil. With the introduction of the 
double ligation of tubes as suggested by Norman 
Miller, and as has been carried out the past three 
years, additional assurance is given in performing 
tubal sterilizations. 

I agree that patients over 40 years of age and those 
with a diseased uterus or adnexa are best managed 
by panhysterectomy; but I cannot justify this method 
for the purpose of sterilization only. 


Dr. Robert N. Creadick, Durham, N. C.—If some- 
one has done hundreds of sterilizations over 35 years, 
I should like to look at his indications for sterilization. 
About one-third of the patients we see, including Dr. 
Thomas’ service, never should have been sterilized. 
Anyhow, as Dr. Dabney has pointed out, unless you 
investigate the symptoms and decide what is the pa- 
uient’s real difficulty, you find out most of the time 
it is a question of convenience, or something she is 
doing for her husband, or a deeper psychic cause 
which must be sought out! 

In terms of uterus, our opinion is final, and we 
want to have some agreement if we can, and some 
indication from the patient that once the capacity for 
Teproduction has been stopped, then it is a totally 
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useless organ. It is a childbearing sac. If you prepare 
your patient properly, you will end up with only 
8 per cent of women who object. We are also faced 
with the problem that they “have to bleed” to feel 
normal, but the truth is contrary to this. 


Dr. Jess J. Wimp, Kirksville, Mo.—In the past 15 
years, Missouri Social Service had a program whereby 
feeble-minded women in childbearing age, if married, 
have their tubes removed, if possible, if the guardians, 
or whoever is responsible, will sign. 

I had cooperated with that program for a number 
of years, and during that time we probably removed 
about 30 sets of tubes. We took out the tubes com- 
pletely. These girls were feeble-minded, and the ques- 
tion they asked us all the time was, “Doctor, will I 
still come sick?” and that is all they care about. If 
they still come sick and cannot bear children, they 
are satisfied. 

We have had no pregnancies, since that time with 
just a simple removal of the tubes. 


Dr. Thomas (closing).—I fear that some have mis- 
interpreted the term, panhysterectomy. This means 
only a complete hysterectomy and has nothing to do 
with the tubes and ovaries. 


Dr. Hamilton has caught the point that I was try- 
ing to get over, that is, if you are going to sterilize a 
woman, it is better for her to have a_ hysterectomy 
rather than an operative procedure upon her tubes. 

Until someone describes an endocrine function for 
the uterus, I, personally, will continue to perform 
hysterectomy in preference to tubectomy. 


VESICAL NECK OBSTRUCTION IN 
NEUROGENIC BLADDERS* 


By RayMonp J. Fitzpatrick, M.D. 
Gainesville, Florida 
Louis M. Orr, M.D. 
and 
Joseru C. Haywarp, M.D. 
Orlando, Florida 


The urologist is infrequently called upon 
to treat cases of neurogenic vesical dysfunc- 
tion. The Orange Memorial Hospital, with a 
yearly average number of urologic in-patients 
ranging from 800 to 1,000, has had but 30-odd 
cases on the urological service for the past 
five years. These figures probably do not 
represent the true statistical picture since the 
attending physician on other services may re- 
cord on the chart for a final diagnosis the all 
inclusive neurological disease without specific 
mention of involved organs. 


*Read in Section on Urology, Southern Medical Association, 
a Annual Meeting, Miami, Florida, November 10-13, 


: 
a 


792 SOUTHERN MEDICAL JOURNAL 


From extensive reading of pertinent litera- 
ture on the subject the conclusion is inevita- 
ble that, while great strides have been made 
in the care of these patients with a marked 
reduction in mortality and morbidity, there is 
no unanimity of opinion on many phases of 
the problem. Controversy still exists on such 
fundamental concepts as the physiology of the 
act of micturition, volitional control of the 
detrusor, the value of cystometry and cystog- 
raphy and the classification of neurogenic 
bladders. Each writer upon the subject pre- 
sents new classifications or new theories in 
the ardent hope of bringing us closer to the 
solution of this problem. Reports of experi- 
mental studies performed on cats and other 
laboratory animals present at times such ob- 
viously conclusive results that the reader 
thinks that at last he has found an answer 
to a particular facet of this perplexing prob- 
lem until another eminent authority on the 
subject points out that the anatomical differ- 
ences between primates and predatory animals 
makes the experimental findings in the latter 
group not transferable to man. There ap- 
pears to be one fact, however, in all the con- 
flicting literature upon which there is some 
unanimity of opinion, and that is that trans- 
urethral resection of the vesical neck does 
bring about in many cases a satisfactory re- 
turn of or improvement in vesical function. 

Neurogenic vesical dysfunction is seen in 
cases of spinal cord injury and spinal cord 
lesions whether they be inflammatory or neo- 
plastic. It is seen in many other disease enti- 
ties such as tabes dorsalis, diabetic tabes, mul- 
tiple sclerosis and myelodysplasia, to mention 
a few. In fact the neurogenic aspect should 
be considered in any patient who has any 
neurological disease in association with uri- 
nary difficulties, and by the same token the 
patient with urinary difficulties should always 
be carefully evaluated to determine whether 
some early or latent neurological disease may 
not be in existence and manifesting itself by 
a primary complaint of vesical dysfunction. 
Storm! reports that the neurogenic bladder 
resulting from spinal cord injury rarely re- 
sumes completely normal function (10 out of 
272 cases) and only if the cord damage is 
minimal. 

Before discussing the factors involved in 
the production of neurogenic vesical dysfunc- 
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tion we should like first briefly to review 
some basic concepts in anatomy and physiol- 
ogy. 

Anatomy.—The bladder is a hollow muscu- 
lar organ consisting of three interlacing layers 
of non-striated muscle fibers, namely: an outer 
longitudinal, a middle circular and an inner 
longitudinal layer, which collectively are 
known as the detrusor muscle. The exact ar- 
rangement of the involuntary muscle fibers in 
the region of the internal urethral orifice is 
still not entirely or clearly understood. Wheth- 
er a true internal sphincter really exists is a 
moot point. By established custom, however, 
the bladder neck muscular arrangement has 
been referred to as the internal sphincter and 
will so be designated in this presentation. 


Rolnick and Arnheim? in their very de- 
tailed study of the anatomy of the external 
urethral sphincter in 57 cadavers, point out 
that the origin of the external urethral 
sphincter may begin as far proximally as the 
start of the distal half of the prostatic urethra. 
They point out that the external sphincter is 
in close approximation to the capsule of the 
prostate and their study as well as the study 
of others on this subject reveal an intimate 
intermingling of the striate muscle fibers of 
the external sphincter with the smooth muscle 
fibers of the internal sphincter and the 
smooth muscle fibers of the prostatic capsule. 
The two main branches of the pudendal 
nerve supplying the various muscles of the 
pelvic floor are demonstrated in Table 1. 
Rolnick and Arnheim also pointed out that 
the deep perineal branch of the pudendal 
nerve penetrates the urogenital diaphragm 
from behind to give its muscular branch to 
the external sphincter. The innervation, 
therefore, is chiefly from the posterior aspect 
as is also the nerve supply of the prostate. 
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Nerve Supply of the Bladder—The nerve 
supply of the bladder is derived from both 
branches of the autonomic nervous system. 
The sympathetic innervation is from the 
thoracolumbar outflow and constitutes the 
hypogastric or presacral nerve. At the present 
time there is more or less unanimity of opin- 
ion regarding the fact that the sympathetic 
innervation has but little to do with the con- 
trol of micturition. Studies indicate that pain- 
ful sensations from the bladder base, trigone 
and proximal urethra are carried in sympa- 
thetic trunks and may join the spinal cord as 
high as the ninth thoracic segment.’ The re- 
sults of Bors’ studies, in which electrical stim- 
ulation of the distal stump of the severed 
pudendal nerve caused contraction of the 
vesical neck, would imply that the vesical 
neck has a dual innervation from the presacral 
nerve and from the pudendal nerve, but 
where the presacral innervation ends and the 
pudendal innervation starts remains un- 
known. He felt that it is probable that the 
presacral nerve stimulation produces pri- 
marily a contraction of the smooth muscle 
component of the bladder neck while puden- 
dal nerve stimulation activates primarily the 
urethral sphincter and the striated compo- 
nents of the bladder neck arising therefrom. 
Arguments still exist, however, as to whether 
the presacral nerve has any control over the 
internal sphincter and it would appear more 
reasonable to assume that this anatomical 
subdivision of the detrusor would have the 
same innervation, namely, parasympathetic, 
as the muscle of which it is a part. 


It is agreed by all that the parasympathetic 
nerves are the motor nerves of the bladder. 
McClellan® says that the parasympathetic 
nerves are found to carry the essential afferent 
and efferent components of micturition. The 
parasympathetic nerve supply (pelvic nerves) 
is from the sacral outflow and stimulation 
of the pelvic nerve or sacral segments of the 
cord causes contraction of the bladder and 
evacuation of urine. This occurs in the pres- 
ence of the intact and sectioned presacral 
nerve. 

Both branches of the autonomic nervous 
system pass through the hypogastric ganglia 
which are in very close apposition in the male 
to the seminal vesicles, rectum and inferior 
vesical and prostatic vessels. The nerves are 
heavily concentrated in the posterolateral por- 
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tions of the bladder near its base where they 
penetrate the walls and ramify outwards in 
all directions to innervate the viscus. 

The voluntary control of micturition or 
suprasegmental control is due to inhibitory 
impulses that originate in the cerebral cortex 
and are mediated through spinal cord path- 
ways, the exact location of which are not as 
yet known. 


The Act of Micturition—The normal act 
of micturition depends upon the intact reflex 
arc and the intact suprasegmental pathways. 
It depends also upon the imbalance of the 
expulsive forces of the detrusor over opposing 
urethral resistance. Experimental studies in 
the cat by Langworthy, Drew and Vest® indi- 
cate that the collapsed urethra offered a cer- 
tain resistance to the escape of urine which is 
not affected by section of the pudendal nerves, 
sacral roots or sympathetic fibers. The expul- 
sive force is a resultant of the combined ef- 
forts of the contracting detrusor and the in- 
creased intra-abdominal pressure upon the 
contained volume of urine brought about by 
the voluntary contraction of the abdominal 
muscles and the diaphragm. The contractions 
above synchronize themselves with relaxation 
of the perineum below. According to Muell- 
ner and Fleischner? the perineal relaxation 
causes the bladder neck to be pushed down- 
ward in the pelvis and it is this downward 
tug on the bladder neck which acts as a stim- 
ulus for the action of the detrusor. The pull- 
ing down of the bladder base causes the 
internal sphincter to spring open, following 
which there is a subsequent relaxation of the 
external sphincter. They say that micturition 
is wilfully stopped by the sharp upward pull 
of the bladder base which is brought about 
by the levator ani and other perineal mus- 
cles, and that the inhibition of the urinary 
stream appears, therefore, to occur first at the 
level of the internal sphincter. It is still de- 
bated as to whether or not this mechanism as 
presented by Muellner and Fleischner is cor- 
rect. As to whether urine stops first at the in- 
ternal sphincter or external sphincter we shall 
leave to the experimental study of others. 
However, it would seem that the reason the 
urinary stream appears to be pinched off first 
at the internal sphincter is based on the fact 
that the synergistic action of all of the perineal 
muscles, while it does raise the bladder base, 
at the same moment by compressor action 
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forces out all remaining urine from the pos- 
terior urethra and in that lies the explana- 
tion for the failure to see urine being pinched 
off first at the external sphincter. 


As stated above, the act of micturition de- 
pends upon the imbalance of the expulsive 
forces of the detrusor over opposing urethral 
resistance. These opposing forces are sum- 
marized in Table 2. If the expulsive force of 
the detrusor appears adequate, as determined 
by cystometric studies, it is obvious that fail- 
ure to void must be based on the supremacy 
of the forces of resistance over those of expul- 
sion. In the patient who completely empties 
the bladder the forces on the left exceed those 
on the right throughout the act of micturi- 
tion. When the patient is capable of emptying 
his bladder only partially the forces on the 
left are in control over those on the right up 
to that point at which those on the left begin 
to fail and those on the right gain the upper 
hand. In complete urinary retention it is ob- 
vious that the forces on the right hold sway 
over those on the left. In the final evaluation 
of the patient with vesical dysfunction one 
must consider all factors in both columns. 
For example, spasticity of the muscles of the 
pelvic floor as occurs in upper motoneuron 
types of lesions would preclude the perineal 
relaxation which Muellner® demonstrates to 
be the first step in the integrated act of mic- 
turition. In like manner consideration of 
each and every other factor involved in the 
successful or unsuccessful act of micturition 
is self-evident in the rehabilitation of these 
patients. 

With this background before us we are now 
brought to the main theme of this paper, 
namely, vesical neck obstruction in neuro- 
genic bladders. 

Vesical Neck Obstruction.—It is quite im- 
possible in a short period to cover all phases 
and aspects of this problem. We are not go- 
ing to concern ourselves in a discussion of 
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prognosis with reference to the level of lesions, 
nor do we intend to enter into a discussion of 
the various neurosurgical approaches that are 
now being made in these cases. Our discus- 
sion is concerned with the patient, who has 
reached an end point from the standpoint of 
neurological improvement, and who after a 
trial period of catheter or suprapubic drain- 
age, whether it be tidal or manual, fails to 
void upon the removal of the catheter or car- 
ries such a residual that it is incompatible 
with good health. The urologist in his role 
as consultant in the care of paraplegics has 
until recently directed most of his attention 
to the vesical neck. Dees® said: 

“It has been, of course, appreciated by the urologist 
for many years that a slight amount of bladder neck 
obstruction, which in the neurologically intact indi- 
vidual would produce no symptoms, might produce 
severe symptoms of complete obstruction or complete 
retention in an individual whose detrusor strength 
was weakened by neurologic damage.” 

Baker, Carney and DeRosa’? said: 

“We have resected vesical necks when we thought 
there was very little tissue to resect. As a matter of 
fact one has to resect very little tissue sometimes to 
permit a perfect act of micturition.” 

Many others dealing with this problem, 
Emmett,!! Nourse, Bumpus, Thomp- 
son,'? Talbot!* and others, freely advocate re- 
section of the vesical neck whenever there is 
a persistent residual urine associated with 
what appears to be sufficient detrusor force 
as demonstrated cystometrically even in the 
complete absence of any obvious obstruction 
and even when the vesical neck is patulous. 
Green, Emmett, Culp and Kennedy" said: 

“Furthermore obstructions at the vesical neck may 
be difficult or impossible to appreciate even by cysto- 
scopic examination. Actual resection of the vesical 
neck may be necessary to determine whether obstruc- 
tion is present. If such resection results in a striking 
decrease in the size of the bladder and disappearance 
of residual urine, it may be safely assumed that ob- 
struction of the vesical neck was present originally.” 

We wholeheartedly endorse transurethral 
resection in neurogenic vesical dysfunction 
because we know it works but we do take ex- 
ception to the logic of those who say that be- 
cause removal of some tissue about the vesical 
neck results in a return of vesical function, 
such tissue is causing an obstruction to the 
outflow of urine even when careful examina- 
tion failed to reveal any visible or suggestive 
obstruction. Gross trabeculations must not al- 
ways be considered as evidence of work hyper- 
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trophy to overcome vesical neck obstruction, 
for we have observed their presence in para- 
plegics in whom an indwelling catheter had 
been placed within the first few hours after 
injury. Certainly the indwelling catheter 
should obviate work hypertrophy of the de- 
trusor muscle. Gross trabeculations, there- 
fore, must be considered also as evidence of a 
disturbed neurophysiology. Where good 
forceful detrusor action is present one won- 
ders whether the urologist finds obstructing 
tissue at the vesical neck because of the pre- 
conceived idea that obstructing tissue there 
must be present to account for the failure of 
the functioning detrusor to act. Faced with 
the knowledge of a capable detrusor force we 
agree that some factor of retention must be in 
command to account for failure of urination 
but we do not agree that it resided wholly in 
that portion of tissue which, when resected, 
permitted a return of vesical function. Vesi- 
cal outlets differ greatly in the normal person 
and it is common experience in routine in- 
vestigative procedures to find prominent 
interureteric ridges, posterior vesical lipping 
and other departures from the considered 
norm in patients who do not have and have 
never had any vesical complaints. 

Most of the case descriptions given in litera- 
ture speak of minimal or mild obstructing tis- 
sue. The very fact that the term minimal 
and mild is seen frequently throughout the 
literature seems to bespeak the indecision in 
the mind of the examiner regarding the ques- 
tion of obstruction. If obstruction is present 
in such a mild degree why are patients not 
benefited routinely with their first resection? 
Certainly if the obstruction is so mild that it 
cannot be seen it is difficult to see how one 
would fail to remove the obstructing tissue at 
the first sitting and yet Emmett!® has said 
that multiple resections are necessary in 50 
per cent of the cases. Reports indicate that 
the amount of obstructing tissue varies from 
a few bites, which are not weighed, up to the 
average of 5 grams or so in the male. Is it 
not possible to resect that amount of tissue 
from almost any adult male? 

What is this so-called obstructing tissue 
histologically? Some say that it is hypertrophy 
of the internal sphincter and yet, as Storm 
points out, muscular hypertrophy does not 
play a major role in the histological picture. 
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In fact as one reads reports by various authors 
the impression is gained that some of them 
actually feel that there is a growth of tissue 
at the vesical neck to cause an obstruction. 
Most of the pathological reports are given as 
adenofibromatous hyperplasia or benign pros- 
tatic hypertrophy and yet it is an established 
fact that 80 per cent of all paraplegics show 
marked prostatic atrophy. It seems most un- 
likely that from 5 to 8 grams of hypertrophied 
muscle can build up about the vesical neck 
and one wonders if what happens is that of 
the number of slivers of tissue that go down 
to the pathological laboratory, one or two are 
extracted by the pathologist for microscopic 
section. If one portion is picked for study the 
report of the entire specimen turns out to be 
hypertrophied or inflammatory muscle, and if 
another portion is selected it becomes 
adenofibromatous hyperplasia. 


The recently published report of Bors on 
stimulation of the pudendal nerve and its ef- 
fect on the vesical neck, as well as the work 
of others on the opening of the vesical neck in 
as many as nine-tenths of the cases in one 
series following spinal anesthesia and suba- 
rachnoid blocks, suggests that what takes place 
at the vesical neck is not a growth of ob- 
structing tissue but perhaps a tetanic spasm 
of the muscle fibers located there. If the 
vesical dysfunction is secondary to a spastic 
sphincter or, if in other cases it is due to a 
slight amount of vesical neck obstruction, why 
therefore is it necessary for the competent 
resectionist to repeat the procedure several 
times in many cases? The cystographic studies 
of Prather and Petroff!? in 129 paraplegics 
revealed the bladder neck in both hypo- and 
hypertonic bladders to be normal or dilated. 
Why will the performance of a transurethral 
resection in cases where no hypertrophy of 
the internal sphincter and no other evidence 
of vesical neck obstruction is seen, bring about 
a return of vesical function? Such cases may 
respond with a return of normal or improved 
vesical function in the first or repeated trans- 
urethral resections. Why should this be so if 
no obstructing tissue is present? In some in- 
stances where the failure of a single transu- 
rethral resection has not had the hoped for 
result, this has been achieved by a pudendal 
nerve block or neurectomy. Which of those 
cases that respond to a pudendal nerve abla- 
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tion might have responded to a second or 
third transurethral resection? Such instances 
have been reported. Also why has a second 
transurethral resection brought about the de- 
sired result when a combination of a single 
transurethral resection and pudendal neurec- 
tomy failed to bring about the hoped for re- 
sults? Nourse, in his discussion of Storm’s 
paper,' mentioned 5 cases in which small 
transurethral resections (1 gram) were im- 
proved by subsequent pudendal blocks. In 
these cases neither preceding pudendal blocks 
nor the resection itself restored bladder func- 
tion. 

We know, therefore, from the wealth of evi- 
dence before us, that transurethral resection 
of the vesical neck in paraplegics or other 
cases of neurogenic vesical dysfunction, does 
bring about a return of vesical function in a 
very large proportion of cases. But how and 
why does transurethral resection bring about 
this desired result? Where true vesical neck 
obstruction is present, whether it be due to a 
spastic internal sphincter, contracted vesical 
neck, or true prostatic hypertrophy as seen 
accompanying cases of neurogenic vesical dys- 
function in some of the older age group, it is 
perfectly obvious why a return of vesical func- 
tion may occur. But how does it work in cases 
where the vesical neck is patulous, where no 
obstructing tissue even with a stretch of the 
imagination is seen, either primarily or secon- 
dary to previous resections? Where it brings 
about a return of function in such cases it can 
do so in one of the following ways: (1) by in- 
terruption of neuropathways either actually 
resected or secondarily destroyed by the depth 
of penetration of thermal coagulation. The 
trigone and posterior urethra, as is well 
known, are abundantly supplied with sensory 
nerve fibers. It is possible our resection by 
destroying these fibers prevents a constant 
current of noxious afferent stimuli from sec- 
ondarily giving rise to multiple reflex vesical 
stimuli, some of which may be inhibitory and 
others excitatory. The end result of such a 
state would be a confused incoordination of 
movement. (2) It is possible that an interrup- 
tion is brought about in the intermingling of 
spastic striated fibers with non-striated fibers 
of the detrusor and prostatic capsule. If this 
occurs it can be indirectly only by thermal 
effect because the fibers of the external 
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sphincter are outside the prostatic capsule. It 
is also possible that transurethral resection 
produces an interference in part with the 
nerve supply to the external sphincter and 
thus weakens its action. This possibility could 
easily be proven by pre- and postoperative 
sphincterometric studies in the hands of those 
familiar with the procedure. 

Where a pudendal neurectomy is successful 
only in combination with a small transu- 
rethral resection, it would seem to us that re- 
section destroys the remainder of the neuro- 
pathways, which the pudendal block or neu- 
rectomy has failed to achieve. Since both the 
neuropathways and the interlacing of the 
striate-non-striate fibers are situated deep to 
the prostatic capsule and the major portion 
of these neuropathways, as pointed out in the 
early part of this paper, are primarily on the 
posterior aspect of the prostatic urethra and 
bladder base, destructional interruption of 
them will more readily take place with deep 
transurethral resections which will destroy 
their fibers by the depth of thermal coagula- 
tion. In support of the theory of interruption 
of neural synapses at the vesical neck by 
transurethral resection, it must be remem- 
bered that the postganglionic parasympathetic 
fibers arise directly from ganglia which are 
situated within the bladder wall itself. De- 
struction of such ganglia results in denervation 
of the parts supplied by the dendrites arising 
therefrom and precludes regeneration. The 
thoughts above expressed are perhaps the rea- 
sons for multiple resections taking place in 50 
per cent of some series, namely: that the last 
resection that worked was deep enough to in- 
terrupt either neuropathways or the inter- 
lacing of the mixed muscle components. It 
should be remembered that the average depth 
of tissue at the posterior bladder neck from 
mucosa to adventitia, as pointed out by 
Barnes'* in his study of 10 normal males, is 
only 8.3 millimeters, that the average depth of 
tissue with each excursion of the resectoscope 
loop is some 5 millimeters, and that the ther- 
mal coagulation effect is 3 millimeters with a 
spark gap dial setting of 30 as demonstrated 
by Weyrauch, Bassett and Berger.1® The 
thermal coagulation effect is even greater at 
higher dial settings and, as Rolnick and Arn- 
heim? pointed out, the degree of coagulation 
effect is not appreciated until one opens the 
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bladder immediately after a transurethral re- 
section because of some complicating factor. 


The presentation of statistical results of 
transurethral resections of some 15 cases of 
neurogenic vesical dysfunction performed 
over the past few years will not be presented 
because results approximate those of others 
and, therefore, seem not additionally informa- 
tive. Suffice it to say, we have experienced 
the same good and bad results. We have 
resected where obstruction was present and 
we have resected initially or at subsequent 
resections where it seemed impossible to re- 
sect any more tissue. We have performed, as 
previously reported in the literature, subtotal 
cystectomies for the large atonic bladders 
which failed to respond with a sufficient re- 
duction of residual after resections and all 
other therapeutic procedures.2° However, we 
should like to mention briefly our results in 
three recent cases where, in accordance with 
the above hypothesis, we resected into the 
muscle components of the trigone and deeply 
at the posterior vesical neck in each case and 
coagulated a little more than was necessary 
for hemostatic effect in the resected area in 
the hope of destroying antagonistic neural 
synapses in this region. 


Case 1—W.B.M. (Hospital No. 101339), a 60-year-old 
white man, developed a hypotonic neurogenic bladder 
following an abdominoperineal resection. (With full 
cognizance of the disagreement that exists on the 
etiology of vesical dysfunction following abdomin- 
operineal resections we term this a neurogenic blad- 
der on the basis of cystometric studies as well as on the 
loss of normal bladder sensibilities.) Transurethral 
resection was performed on February 1, 1951, at which 
time 4 grams of tissue were removed. Postoperatively 
he carried residuals in the neighborhood of 650 to 700 
cc, in spite of parasympathomimetic drugs, Crede and 
other measures. Because of many complicating factors 
the patient was maintained on catheter drainage and 
a second transurethral resection was not performed 
until approximately one year later. All attempts in 
the interim at catheter removal failed to demonstrate 
any reduction in the above residual. The second re- 
section was performed on February 1, 1952, at which 
time 2 grams of additional tissue were resected. The 
operative note read in part, “several bites were taken 
deep into the muscular layer in the region of the 
junction of the trigone and vesical neck in an effort 
to make the vesical neck as patulous as possible and 
also, at the same time, to interrupt as many neural 
synapses at this junction as possible.” At the present 
time his urine is clear and his residual is less than one 
ounce. He has good control, has no nocturia and 
voids a free stream. 
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Case 2.—].H.H. (Hospital No. 88055), a 25-year-old 
man sustained a cervical neck fracture at C-4 in 1948. 
He had been resected at another hospital twice with 
very little return of vesicle function on each occasion. 
The transurethral resection was performed by us in 
1951 in which 4 grams of tissue were removed but the 
removal of the catheter on each occasion resulted in 
residuals as high as 1300 cc. In February 1952 an- 
other transurethral resection was performed in the 
manner decribed in Case 1 and only 0.5 to 1 gram of 
tissue could be excised safely. When last seen by us 
this past summer prior to his transferral to the Insti- 
tute of Physical Rehabilitation in New York his resid- 
ual urine was only 60 cc. Because of extreme spas- 
ticity of the lower extremities a rhizotomy is now be- 
ing contemplated. 


Case 3.—M.H. (Hospital No. 114545), a 17-year-old 
girl, sustained a cervical neck fracture of C-5 in Feb- 
ruary 1952. Every attempt at catheter removal under 
the care of others resulted in acute retention which 
necessitated reinsertion of the catheter. Cystoscopy 
and panendoscopy in October 1952 revealed gross 
trabeculations and cellules but no evidence of any 
vesical neck obstruction. On the hypothesis of inter- 
rupting antagonistic neural synapses of the vesical 
neck, per vaginam, 20 cc. of eucupine in procain were 
injected into the lateral and posterior bladder bases 
well proximally to the bladder neck proper. Follow- 
ing this the patient was able to void spontaneously for 
the first time. Because of the absence of abdominal 
muscular tone it was necessary to assist the emptying 
of the bladder by Crede at periodic intervals. Subse- 
quent febrile episodes on a pyelonephritic basis neces- 
sitated reinsertion of the catheter. Since this febrile 
response came on about four days postoperatively it is 
possible that it coincided with the disappearance of 
the anesthetic effect. A transurethral resection was 
then advised and only 0.75 gram of tissue was re- 
moved in the manner described in Cases 1 and 2. A 
preoperative cystometrogram revealed a markedly 
hypotonic neurogenic bladder in which there were no 
uninhibited contractions and no leakage of urine 
around the catheter after filling the bladder to 950- 
1,000 cc. The preoperative residuals were in the 
neighborhood of 650 to 700 cc. The postoperative cys- 
tometrogram done one week after resection revealed a 
hypertonic neurogenic bladder in which unhibited 
contraction occurred at 150 cc. with leakage about the 
catheter. Her residual is now one ounce with the as- 
sistance of Crede. The patient is now on banthine® 
and other measures are being carried out to increase 
bladder capacity to the neighborhood of 350 to 400 cc. 


SUMMARY 


A discussion of vesical neck obstruction in 
neurogenic bladders has been presented. It is 
our feeling that in most instances the term 
obstructing tissue is a misnomer and should 
be used with caution and only when truly 
indicated. It is also our feeling that it is not 
the actual removal of obstructing tissue per 
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se, especially in those cases where the vesical 
neck is patulous, but rather the interruption 
of antagonistic nerve elements at the bladder 
neck or in the prostatic urethra directly by 
resection or secondarily as a result of pene- 
tration of the thermal coagulation that per- 
mits a return of vesical function. We should 
also advocate deep resection of the posterior 
vesical lip down into the muscular elements 
of the trigone in this region as well as resec- 
tion down to the capsule in all directions. 
Following a successful result attendant upon 
transurethral resection these patients must be 
followed for a long period of time. It must 
be remembered that febrile episodes can easi- 
ly upset the balance obtained and that ure- 
thral dilatations are a necessary part of the 
postoperative treatment in order to reduce 
resistance along the course of the urethra. We 
should like also to re-emphasize the fact that 
in cases where adequate transurethral resec- 
tions have been performed and a failure of 
vesical function has followed, other factors 
such as spastic striated muscles of the pelvic 
floor may be the cause of continuing dysfunc- 
tion, and that a direct approach upon the 
nerve elements themselves supplying these 
muscles by either pudendal neurectomy, 
rhizotomy or subarachnoid alcohol blocks, 
must become a part of the urologist’s thinking 
in the rehabilitation of these patients. In cases 
where large atonic bladders fail to respond, 
subtotal cystectomy may be indicated. We 
have attempted to crystallize and organize 
scattered facts touched briefly upon here and 
there in the work of others, in the hope of 
bringing some clarity to a perplexing prob- 
lem and also in the hope that perhaps those 
who have the opportunity to work with larger 
series of cases may find some small inspira- 
tion to a new therapeutic approach. 
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DISCUSSION (Abstract) 


Dr. Sam L. Raines, Memphis, Tenn.—Repeated re- 
sections may be necessary and almost inevitable, be- 
cause it is dangerous to try to do too deep a resection 
on these patients in the first place. It is better to re- 
peat it two or three times than to be too vigorous in 
the first resection. There is a fairly thin margin 
there, and it is necessary to be timid in resection. 


In Memphis we recently had a very famous case. 
‘There was a doctor, inexperienced in the use of co- 
agulation, who used the coagulating current in order 
to do a circumcision and he got a complete sloughing 
of the penis, that is, of the glans and all, and the 
courts awarded the child and the parents $200,000. I 
wondered whether you realized what value there was 
to such things. 


Dr. Fitzpatrick (closing)—The remarks about deep 
coagulation express some misconception regarding our 
meaning on that. I certainly do not mean to imply 
that one should literally cook the area. We, too, are 
aware of the inherent dangers of deep coagulation 
and in our presentation we quoted the work of Rol- 
nick and Arnheim, who pointed out how thoroughly 
the tissues are cooked in the routine transurethral 
resection. I mentioned in the paper that in two of 
our cases we did coagulate, in the region of the 
trigone, a bit more than was necessary for hemostasis 
in an attempt to see whether we could in that man- 
ner interrupt nerve pathways. I did not mean to imply 
that we went in with an old hot iron rod and cooked 
the area. We feel as strongly as you about the coag- 
ulating effect. 


Of course ours is only a small series. The average 
urologist does not see many of these cases, and I 
think we have to depend for proof of the thesis pre- 
sented on the future work of those who see larger 
series. 
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SURVEY OF MOTILITY IMPLANTS* 
A PRELIMINARY REPORT 


By Joun O. Martin, M.D. 
Birmingham, Alabama 


Few innovations of recent years have 
caused as much interest among the general 
public and ophthalmologists as motility im- 
plants. Despite this, few follow-up studies of 
large series, making definite improvements 
over the original implants, have been pre- 
sented. Innumerable implants have been pre- 
sented'-'5 but few have been followed for four 
years. 16-18 

The purpose of this paper is to present 
our experiences with 157 motility implants 
over a 4-year period. 

It has been our opportunity to examine 
a reasonably large number of patients with 
follow-up of 314 years to 10 months. From 
these studies it has been possible to derive 
some preliminary conclusions as an aid in 
improving our technic. 

The material for the first part of the paper 
was assembled from the records of the Medi- 
cal College of Alabama, the Carraway Meth- 
odist Hospital and from office records of the 
attending staff of the Medical College. 


STONE-JARDIN IMPLANTS, 98 CASES 


Cause of Removal.—In 7 patients one or 
more muscles became detached and this was 
listed as the reason for removal (Fig. /). In 
one, all of the muscles were detached. In 
one patient the muscles were resutured with- 
out success. In 7 cases the medial rectus 
muscle became separated from the implant; 
in 4 patients, the inferior rectus muscle; in 
4 cases the superior rectus muscle; and in one 
case the lateral rectus muscle. 

In 7 cases infection was listed as the cause 
of extrusion. In 3 cases, infection was 
mentioned as preceding the separation of the 
muscle from the implant. In one case the 
implant was removed for cosmetic reasons 
after persistent infection in a 9-year-old child 
(Fig. 1). 

Three implants were partially extruded. 


*Read in Section on Ophthalmology and Otolaryngology, 
Southern Medical Association, Forty-Sixth Annual Meeting, 
Miami, Florida, November 10-13, 1952. 
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They are listed under this heading as this 
was the only cause recorded. One patient had 
been hit in the eye and it was noted there 
was retraction of the conjunctiva and Ten- 
on’s capsule. Another case was listed as extru- 
sion with retraction of the conjunctiva. It is 
not stated whether these 2 implants were 
removed for retraction. 


One implant was removed for shifting and 
limited motion. This was a secondary im- 
plant in which the muscles were not found 
and Tenon’s capsule was sutured to the im- 
plant so it was not surprising that it was 
lost. One patient with excellent cosmetic 
results had the implant removed as it was 
suspected there was a recurrence of a ma- 
lignancy (Fig. /). 

Age of Patients with Extrusions—The ages 
of those patients with extrusions were 2, 214, 
5, 5, 6, 6, 7, 8, 9, 10, 14, 15, 15, 16, 18, 18, 
23, 24 and 27 years. The average age of pa- 
tients with extrusions is 10.8 years. The 
average age in those retained is 30.5 years. 
It has been the experience here, that inte- 
grated implants are contraindicated in chil- 
dren since they may not be capable of caring 
for the implant. This same principle holds 


TOTAL SUMMARY OF MOTILITY IMPLANTS 


Integrated implants .............. 
1 
6 
Trautman magnetic 


Removals* 

19 (18.5 per cent) 
Trautman magnetic 
Cutler ring . 


Rosa scleral . 


*Of those removed, two were secondary implants. 
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for those with low intellectual levels. Seven 
out of 79 patients with implants retained 
were under the average age of those lost 
(that is, 10.8 years) as compared to 10 of 
those with extrusions. 

Secondary Repair—Secondary repair was 
performed in 2 cases, in one to resuture a 
muscle and in both to replace the conjunc- 
tiva and Tenon’s. In the first patient the im- 
plant subsequently came out. In the second 
implant an attempt was made to cover the 
mesh with conjunctiva and Tenon’s capsule, 
on two different occasions. Several months 
postoperatively there was only slight retrac- 
tion. 

Difficulties at the Time or Immediately 
Following Operation—In 2 (11 per cent) 
of those removed, technical difficulties were 
noted at the time of operation. In these 2 
cases a secondary operation was performed 
that was very difficult. 

In those retained, 7 (15 per cent) of the 
patients had some difficulty at the time of 
the operation. Two of these were secondary 
implants and the operative procedure was 
difficult. One patient had to have the lower 
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cul-de-sac reconstructed. In 2 cases there 
was hemorrhage. In 2 cases it was noted 
that the muscles were small and shrunken. 
A patient had a traumatic enucleation that 
produced shredding of the rectus muscles. 

Orbital hemorrhage not only gives imme- 
diate surgical difficulty, but makes less likely 
the possibility of retention of the motility 
implant. 

Length of Time Implants Retained —The 
longest time that any of our implants has 
been retained is 3 years 8 months and the 
shortest time an implant has been in place 
is 3 months. 

In our series of those extruded, the average 
length of time retained is 17.1 months. The 
longest time that an implant has been in 
place and then removed is 44 months and the 
shortest time is 3 months. It may be that 
those extruded in less than 6 months are 
more probably due to technic or complica- 
tions at the time of operation or their care, 
with subsequent infection. Of the 5 pa- 
tients with implants lost in 6 months or 
less, 3 were less than 5 years of age. This 
fact stresses the importance of technic and 
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the selection of patients for the Stone-Jardin 
implant. 

Comparison of Private and Clinic Patients. 
—Thirty-three and three-tenths per cent of 
implants inserted in clinic patients were re- 
moved as compared to 14.1 per cent of those 
in private patients (Fig. 2). This fact again 
stresses the importance of technic and care 
of the implant. 

Suture Material of Stone-Jardin Implants 
(Fig 3)—As operative notes in the early cases 
were not always complete in every detail, the 
totals will not equal the number of implants 
used. 

A loose muscle constitutes a major prob- 
lem. Chromic gut should not be used to 
suture the extraocular muscles to the tan- 
talum mesh. In those in which tantalum 
wire was used, 10 of 38 implants were re- 
moved as compared with 5 of 56 implants 
with the tantalum prongs. The tantalum 
prong method is the most effective of those 
used in attaching the muscles to the implant 
(Fig. 3). 

In those in which silk on the conjunctiva 
was used, 30 per cent of the 46 were removed 
as compared to 10.8 per cent of those in 
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which dermalon® was used. Conjunctival re- 
traction obviously produces a route of infec- 
tion. Dermalon® is more effective than silk 
as a conjunctival suture. A permanent suture 
should be used on the conjunctiva. 


ALLEN BURIED IMPLANTS, 47 (1 SECONDARY) 


There have been 47 Allen implants placed 
(one a secondary implant) and of those 47 
implants, 5 have been removed. 


Cause of Removal.—Two of these opera- 
tions were complicated by hemorrhage. One 
case had considerable retrobulbar hemorrhage 
and the other case had hemorrhage on the 
second postoperative day. The implant that 
was extruded spontaneously, did so after in- 
fection. Three of the 5 implants removed 
were directly related to an operative complica- 
tion. Of the implants still in place only 2 
had any complication. Both of these implants 
were in phthisical eyes of long duration and 
it was feared there was too much tension on 
Tenon’s capsule and ocular muscles. 

Time Retained—The 5 implants re- 
moved were retained 6, 6, 4 and 10, weeks 
and one 9 months. This fact would sug- 
gest that there was a complication at the 
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time of operation or faulty technic, since 
4 of the 5 implants were removed a short 
time after operation. 


We believe, as Allen and Allen*! pointed 
out in their original article, that it is impor- 
tant not to place Tenon’s capsule and the 
ocular muscles under any tension. We were 
overlapping the muscles too much in the 
Allen implants first placed and this may ac- 
count for some of those implants in which a 
muscle became detached 4-6 weeks postopera- 
tively, or for the slight shifting of the im- 
plants. 

Age of the Patients—The 5 patients los- 
ing implants were 15, 19, 23, 49 and 72 
years old. Their average age is 35.6 years. 
The average age of those still in place is 55.8 
years. The average age in the patients with 
the Stone-Jardin implants is 30.5 years. This 
difference between the average ages is due 
to the fact that with our continuing experi- 
ence we now tend to use for the usual case, a 
covered motility implant rather than an ex- 
posed implant. 

Comparison of Private and Clinic Patients. 
—Of the 5 implants removed, residents 
placed 3 and the attending staff 2, while 
of those retained, residents placed 15 (35.7 


*Dr. J. H. Allen now recommends a greater amount of 
overlapping. 
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per cent) and the attending staff 27 (64 
per cent) (Fig. 4). This stresses the fact that 
while the Allen is simple to put in it is not 
a procedure to be done haphazardly. The 
Allen motility implant requires no special 
care by physicians, nurses or patients after 
the sutures have been removed. 


TRAUTMAN MAGNETIC BURIED IMPLANT, 2 


Two magnetic implants were inserted, both 
of which had to be removed. A private pa- 
tient, 2 months after insertion had a sec- 
ondary repair after the platform became ex- 
posed. It was removed 6 months after in- 
sertion for the same reason. A _ secondary 
Stone-Jardin implant was inserted in_ this 
patient and is in place after 114 years. In the 
other patient, a clinic patient, the mesh be- 
came exposed and an unidentified muscle 
pulled off. The implants were removed 6 
and 9 months, respectively, after place- 
ment. No conclusions can be drawn from 2 
patients. Others over the United States have 
had more success with this implant. 


CUTLER RING AND MESH IMPLANTS, 3 


Three Cutler implants have been inserted. 
The one Cutler ring implant was partially 
extruded in 2 years and 8 months because 
the lateral rectus muscle slipped off. The 2 
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Cutler mesh implants have been in place 24 
months and 50 months, respectively. Dr. Cut- 
ler no longer recommends these implants. 


SCLERAL EVISCERATION IMPLANTS, 6 


During 1951, 6 Rosa scleral implants were 
inserted after evisceration. One of these was 
extruded as the implant was inserted in an 
infected sclera of a patient with severe uncon- 
trolled diabetes with low tissue resistance. 
The other 5 have been retained from 12 to 
21 months. 

These cases have not been followed long 
enough to reach any conclusions. The 2 
cases subsequently examined have motion ap- 
proximating that of a plastic sphere. With 
ordinary care these implants should be re- 
tained as well as plastic spheres. 


FOLLOW-UP EXAMINATION 


Out of the total of 157 patients, 106 had 
a complete follow-up examination including 
the 28 patients with implants removed. All 
of these patients were seen by the author ex- 
cept a few studied for him by a member of 
the attending staff. 

The prosthesis was removed and the socket 
and platform of the implant were examined. 
The implant was then replaced and the mo- 


tion measured on a perimeter. The eye was 
then examined for cosmetic defects. No at- 
tempts were made to measure the deviation 
in the primary position as this does not con- 
cern this paper. If there was such deviation, 
it was taken into account in the final calcu- 
lations. 


STONE-JARDIN, 45 


Rotation—In 2 patients the platform 
had rotated slightly but this did not inter- 
fere with the motility. 

Retraction of the Upper Lid.—Retraction 
of the upper lid was present in 3 (7 per 
cent) of the 45 patients, but it presented no 
cosmetic problem and had not been noted by 
the patient. 

Depression of the Orbitopalpebral Sulcus. 
—Depression of the orbitopalpebral sulcus 
was present in only one patient and was very 
slight so this constituted no problem. 


78 (Excluding 28 Removed) 
1 
2 
TABLE 2 
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Relaxation of the Lower Lid.—Relaxation 
of the lower lid was present in one case and 
gave the cosmetic appearance of slight prop- 
tosis. 


Granulation (Fig.5)—Of the 45 patients 
examined a total of 10 (22.2 per cent) had 
granulation tissue present. The amount of 
granulation tissue present was classified into 
3 groups as slight, moderate or severe. If the 
granulation tissue was less than 3 millimeters 
square in size it was classed as slight, if it 
pushed the prosthetic shell forward it was 
classed as severe, and those between these 2 
were classed as moderate. 

There were 7 (15.5 per cent) with a 
slight amount of granulation present. Three 
(6.7 per cent) had a moderate amount of 
granulation and none had enough to displace 
the prosthetic shell. 


There were 5 (11.1 per cent) patients 
who had granulation tissue and retraction of 
the conjunctiva present in the same socket. 


Retraction of Conjunctiva (Fig. 5).—Retrac- 
tion of the conjunctiva and Tenon’s with ex- 
posure of the mesh occurred in 21 (46.7 per 
cent) patients. Areas of less than 3 milli- 
meters square were classed as slight, 5 milli- 
meters square as moderate and more than 5 
millimeters as severe. In 7 (15.6 per cent) 
cases there was slight retraction. In 12 (26.7 
per cent) there was moderate retraction and 
in 2 (4.4 per cent) there was severe retraction. 
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Retraction is directly related to amount of 
secretion. 

Secretion (Fig. 5).—If the patient washed 
the eye daily the secretion was classed as 
slight, 2 or 3 times a day as moderate and 
above this as severe. Twenty-nine (66 per 
cent) of the patients complained of the secre: 
tion’s being excessive. Fifteen (44 per cent) 
did not complain of the secretion as being 
excessive. 

There were 3 (7 per cent) who had a 
very profuse secretion. One had extensive 
retraction of the conjunctiva and Tenon’s. A 
chronic alcoholic patient was not able to care. 
for the implant properly. In the third pa- 
tient, it was not possible to remove the pros- 
thesis. At the time of completion of this study, 
it had not been removed. 


Motility (Fig. 6)—Here the range of motil- 
ity was from 0-50 degrees medially and 5-45 
degrees laterally, 15-45 degrees elevation and 
10-45 degrees depression. The greatest degree 
of motility was in adduction while the least 
degree of motility was found in abduction. 


ALLEN IMPLANT, 28 


Depression of the Orbitopalpebral Sulcus. 
—Six of the 28 implants showed some 
depression of the orbitopalpebral sulcus. 
This retraction was slight and while present 
in a considerable number of cases is not cos- 
metically important. 
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Rotation of the Implant.—Fifteen of the 
28 patients examined showed some rota- 
tion of the implant. In 13 of these, the 
medial aspect of the implant was rotated 
anteriorly. In one the lateral aspect was ro- 
tated anteriorly and in one the inferior aspect 
was rotated anteriorly. Not all of these had 
limitation of horizontal motion as might be 
expected. Eight of these patients had some 
limitation of motion. This suggests that it 
may be wise to overlap less of the lateral 
rectus and more of the medial rectus than we 
have here in the past. It has been our experi- 
ence that we have been overlapping the 
muscles too much. This may account for the 
rotation of the implant. Now we overlap the 
rectus muscle 5 mm. and no more. 

Motility (Fig.6)—The greatest degree of 
motility was obtained in adduction with 21.9 
degrees. Of the 28 patients examined, 15 had 
a range of 20 degrees (32 per cent of normal) 
or more in all directions and 4 had motility 
of 25 degrees or more in all directions. 

Retraction of Conjunctiva.—Retraction of 
the conjunctiva and Tenon’s with exposure 
of the implant occurred in a patient who had 
profuse discharge and very limited motion 
with 5-15 degrees in all directions. 


CUTLER IMPLANT, 1 


One of the Cutler mesh ring implants was 
seen 3 years and 3 months after place- 
ment. There was no complication and mo- 
tion was 25 degrees in elevation and abduc- 
tion, 35 degrees in adduction and 45 degrees 
in depression. 


JOHNSON, 1 


Ten months after the placement of the 
Johnson implant, the conjunctiva was held 


to the neck of the implant and the motion 
was good. 


TECHNIC 


In the Stone-Jardin implants, the technic 
recommended by Dr. Stone was used with 
some minor variations. One of these was the 
use of chromic catgut suture to reinforce the 
attachment of Tenon’s capsule to the tan- 
talum mesh. In the Allen implant the stand- 
ard technic recommended by the author was 
used with the exception that some of the 
staff men used chromic gut to close Tenon’s 
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capsule, and with this they usually used 
chromic gut to close the conjunctiva. In the 
Cutler, Trautman and the Johnson implants, 
the procedure recommended by the respective 
authors was used. 


CONCLUSIONS 


(1) Implants are retained in direct pro- 
portion to the quality of technic. 

(2) The prognosis is poor with operative 
complications such as retrobulbar hemor- 
rhages. 

Stone-Jardin Implants: 

(3) The most satisfactory method of se- 
curing the muscles of those used in our ex- 
perience is with prongs. Chromic gut should 
not be used. 

(4) The most effective conjunctival suture 
is dermalon.® 

(5) A permanent type of suture should be 
used in the conjunctiva. 

(6) An integrated implant should not be 
used in those incapable of caring for it prop- 
erly. 

Allen Implant: 

(7) The movement of an Allen implant is 
usually adequate in a twenty-degree field. 

(8) The method of suturing should be 
changed so there will be cessation of rotation 
of the implant about its vertical axis. 

(9) Age of patient and care of implant 
bares no relationship to the end result. 

(10) Do not place Tenon’s capsule or the 
extraocular muscles under too much tension. 


SUMMARY 


One hundred fifty-seven motility implants 
inserted from 1948 through 1951 have been 
reviewed. An analysis of technics and mate- 
rials used provides some preliminary conclu- 
sions.. 
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GENERAL PRACTICE IN PUBLIC 
HEALTH THROUGH LOCAL 
HEALTH DEPARTMENTS* 


By J. W. R. Norton, M.D., M.P.H.+ 
Raleigh, North Carolina 


The modern public health program owes its 
legal inauguration to the medical profession. 
The establishment of all state boards of health 
in the area covered by this Association is due 
almost entirely to the vision, leadership and 
persistent efforts of the medical leaders around 
seventy-five years ago. Physicians at that time 
were in daily contact with epidemic diseases 
that were exacting a terrific morbidity and 
mortality toll among the families they served. 
Impelled by the urgency of the situation, they 
took definite action in an uncharted field. 
The success in disease prevention and the re- 
markable health improvement which has oc- 
curred since that initial step is a glowing 
tribute to the prophetic wisdom of those med- 
ical pioneers. The verdict ‘well done” can 
now be enthusiastically applied to these pri- 
vate practitioners for their long range vision 
and constructive labors in the field of public 
health. They were building better than they 
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knew for the protection of free enterprise 
today, for the sound state health department 
operates on the principle that full population 
coverage by local health departments is our 
greatest bulwark against centralized control 
of medical and health services. 

Following the phenomenal work of bac- 
teriologists such as Pasteur, Koch, von Bier- 
ring, Eberth, Welch and others, there ap- 
peared on the scene a galaxy of public health 
statesmen who began the public health super- 
structure on the foundation laid by those 
early pioneers. The following men “stood 
above the crowd” as constructive leaders in 
the public health field: S$. W. Welch of Ala- 
bama, J. N. and A. T. McCormack of Ken- 
tucky, Ennion Williams of Virginia, W. S. 
Rankin and G. M. Cooper of North Carolina, 
Oscar Dowling of Louisiana, Eugene Bishop 
of Tennessee, T. F. Abercrombie of Georgia, 
James Hayne of South Carolina and W. S. 
Leathers of Mississippi. Aiding and collabo- 
rating with them were pioneers of the Public 
Health Service and of the International Health 
Board. Most of these have already passed 
from the scene of action but have left an 
indelible mark in the field of public health 
organization and administration. All of these 
physicians realized early that most public 
health problems were local in origin and 
needed for their solution some type of local 
health organization. After extensive trials and 
experiments many came to the same con- 
clusion about forty years ago that the best 
agency for solving local health problems was 
the permanent local health department man- 
ned by well trained personnel who would de- 
vote their full time to the prevention of dis- 
ease and the promotion of public health in 
the area over which the department has juris- 
diction. All of these leaders constantly stressed 
teamwork among all medical workers and 
with the public. Public health administrators 
in this area are adhering to the basic philoso- 
phy and the sound administrative principles 
which characterized these men. The remark- 
able success in the public health field during 
the past half century, and particularly since 
county health department work began about 
1911, can be attributed largely to the strict 
adherence to these basic principies and to ex- 
cellent teamwork between public health work- 
ers and the medical profession which has been 
maintained here throughout this period. 
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State health departments began in many 
parts of the country about the same time. 
Two basic differences, however, are observ- 
able: medical guidance was more active in 
the South and here also there was more rapid 
development toward complete coverage by 
local health departments. After having to 
admit our backwardness in many respects, it 
is heartening that in the development of 
county health departments, the area served by 
this Association, has led the entire country. 
Many large and wealthy states in other sec- 
tions have barely reached where we were 
thirty years ago in obtaining basic legal ma- 
chinery and public support necessary for the 
development of local health departments for 
rural areas. There have developed in most 
of those other states large central staffs with 
perhaps a few city and district health depart- 
ments which are less adaptable to local service 
needs and to close medical guidance. 


There are few more deep seated causes for 
disappointment and bitterness than the loss 
of a loved one from a preventable cause. The 
public as well as the physician is every day 
becoming more discriminating regarding just 
what is preventable. Failure to develop sound 
local health departments or allowing them 
to be weak and inadequate may be a basis for 
public dissatisfaction with, and criticism of, 
existing medical and health protection and 
promotion services. Neglect of rural or iso- 
lated areas in public health or private medical 
services brings deserved criticism. Hospitals, 
good roads, rural electricity and phones, bet- 
ter schools, in fact, everything contributing 
to better living standards aids health. There 
is no satisfactory substitute for an adequate 
and equitable distribution of good general 
practitioners of family medical care and of 
public health work. We must all work to- 
gether toward attainment of these necessities 
for all our people. 

For the same reasons of economy and ef- 
fectiveness underlying private family medical 
care by the general practitioner, the local 
health department must be operated on a 
generalized basis. Support of health work by 
Congress and by private agencies, however, 
has been almost altogether on a specialized 
basis. This method has been useful for initi- 
ating categorical programs but it has remained 
an unsatisfactory substitute for aid to local 
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health departments operating a generalized 
service. The same can be said of most of 
the meager state funds. 

The South was once plagued by malaria, 
typhoid fever and hookworm disease. Now 
malaria has practically disappeared and ty- 
phoid has become rare. While much progress 
has been made in combating hookworm, it 
cannot safely be neglected in many areas of 
the South. Tuberculosis has partially yielded 
to intensive programs of control but is still of 
formidable proportion, and our costliest 
communicable disease problem. Much has 
been accomplished in our fight against 
diphtheria and whooping cough. Definite 
progress has been made in _ decreasing 
the incidence of syphilis. In fact, our 
program in the field of communicable 
disease control has been so effective that the 
South can now compete successfully for indus- 
try and for diversified commercial enterprise. 
The statesmen of the South appreciate the 
part health programs have played in the 
progress of our area. But the most tangible 
demonstration of approval comes from our 
county commissioners when the taxpayers of 
their counties urge them to increase their ap- 
propriation for local health work. In spite 
of the dwindling tax sources available to them, 
local appropriating bodies have had to go 
almost alone in the development and main- 
tenance of local health departments. For 1951- 
52 in North Carolina, where we have all 
counties covered, the local, state and federal 
support of local health departments were re- 
spectively 65.6, 22.8, and 11.6 per cent. We 
have constantly to combat the increasing tend- 
ency for federal and state funds to be used 
for specialist staffs in our capital cities. When 
any portion of these funds trickles down to 
local health departments, there is insistence 
on employment of specialists and little appre- 
ciation for a balanced generalized program. I 
appeal to those of you who appreciate the 
general family practitioner in private medical 
care to guard and protect the comparable 
general practice in public health through our 
local health departments. Only with the un- 
derstanding and active support of all phy- 
sicians can we combat this tendency toward 
centralization and specialization with resulting 
effectiveness, extravagance, local public dis- 
satisfaction and loss of local autonomy. 
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With public health services provided 
through full coverage by sound local health 
departments such as we have in this area, the 
medical profession can easily assure guidance 
and leadership. We have local autonomy. 
We recognize the staffs in the national and 
state capitals as overhead, rendering few di- 
rect services. We observe their limita- 
tions and treat them accordingly. In 
states where attempts to develop local health 
departments have failed, the central state 
staff tends to become unwieldy, fails to pro- 
vide for public health services in rural areas 
and loses touch with the medical profession 
in private practice. With two competing types 
of public health organization in this country, 
future trends might lean either way. It is of 
vital importance to the future freedom of 
private medical practice that we continue 
to work energetically toward full coverage of 
rural areas by sound local health depart- 
ments with generalized programs. The under- 
standing and backing of members of this As- 
sociation is a necessity if the trend toward 
emphasis on development to meet local needs 
is to prevail here and elsewhere in_ this 
country. 


In the Southern Medical Association area, 
it is not surprising that we find many private 
medical practitioners who do not wish to 
work in a county not served by a local health 
department. They realize that private practice 
has lost nothing and gained much through 
the supplementation by sound local health 
department services. Health education has re- 
duced the lag between acquisition and the 
practical general application of medical in- 
formation. The public health nurse, the 
sanitarian and the nutritionist, for example, 
promote in the homes of each physician’s pa- 
tient the things the busy doctor usually does 
not have time to point out and correct. Doc- 
tors will guide the planning and decisions 
involving hospitalization, medical care and 
health, or these decisions will be made with- 
out them. Alert physicians know that if the 
local health departments do not carry out 
these public health services under medical 
guidance, the public demand would require 
some, if not all, and then there would be less 
medical guidance and less friendliness toward 
the medical profession. At this time we may 
well ask, ““What would the private practitioner 
lose if each case of cancer, diabetes, heart 
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or kidney disease, and mental disorder, were 
found early and if accidental injuries were 
reduced?” Private practice is certainly more 
stimulating and satisfying, and not less lucra- 
tive, since joint efforts have brought about the 
marked reduction in cases of tuberculosis, ty- 
phoid, pellagra, malaria, ruptured appendices, 
toxemias of pregnancy, diphtheria, smallpox, 
rickets and scurvy. 

Physicians, here, have pioneered in pro- 
moting and in supporting our state and local 
health departments. They serve unselfishly 
on all our boards of health. The health offi- 
cer, the public health nurse, the nutritionist, 
the laboratory worker, the health educator, 
the entire public health team, with each mem- 
ber a general local health practitioner, supple- 
ment through community health protection 
and promotion services the individual curative 
work of the private family physician and 
those directly assisting him. In no other part 
of the country have private physicians so com- 
pletely earned wholehearted support of pub- 
lic health departments, and the public. Our 
public health structure is based on the solid 
foundation of general practice in _ public 
health just as treatment medicine is built 
upon the services of the family doctor. In 
addition to being more costly, replacement of 
these generalized preventive and treatment 
activities through excessive use of specialists 
in our local communities would actually de- 
crease the quality of services available. 


A trend toward centralization and top 
heaviness, with consequent lack of responsive- 
ness to local needs and to medical guidance 
are as undesirable in public health as in cur- 
ative medicine. General practice through local 
health departments constitutes the only sound 
foundation for public health services just as 
general family medical practice is basic in the 
best medical care. These two supplement each 
other and are both necessary as a foundation 
on and through which to develop the best use 
of specialist services in public health and in 
curative medicine. 


DISCUSSION (Abstract) 


Dr. Robert H. Riley, Baltimore, Md.—As Dr. Norton 
points out, the health service of the United States is 
undergoing very great and very radical change. 

The system is, after all, not very old. Two, only, 
of our present procedures, vaccination and sanitation, 
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are of even respectable age and almost all of what 
we now take to be the normal program of public 
health endeavor has been developed within the period 
of service of men still active in the field. It is not sur- 
prising, therefore, that there are many problems of or- 
ganization and administration for which completely 
satisfactory solution has not yet been found. 


While every factor which might conceivably affect 
the health of our people is undergoing great and 
fundamental change, we can at this time refer to 
only two of these changes and these two are closely 
interrelated. The first of these is the tremendous in- 
crease in cost of thé service expected of the health 
department and the second, the changing sources of 
public revenue from which must come the financial 
support of this enlarged program. 

At the beginning of the century a total expenditure 
of something in the neighborhood of 25 or 30 cents 
per capita per annum was regarded as adequate for 
the support of the then accepted activities of a city 
health department. A few cents per capita was the 
usual annual allotment of a state board of health. The 
Federal government maintained only one agency con- 
cerned with the health of the civilian population, the 
Marine Hospital Service, the total cost of which in- 
cluding the operation of its marine hospitals was 
about one cent per capita per annum. 


When we reflect that a well organized city health 
department will now spend each year between two or 
three dollars per capita, a good state health depart- 
ment will spend one dollar per capita for its general 
services and an even larger amount for the operation 
of institutions of one sort or another, and that the 
budget of the U. S. Public Health Service now amounts 
to almost as many millions of dollars as it did thou- 
sands of dollars at the beginning of the century, we 
can understand the difficulties which are encountered 
in financing our present program. 

Along with this increase in the cost of health 
service there have come equally important changes 
in the sources of public revenue. In the early days 
of the Republic when the financing of our various 
units of government was being worked out, the tax 
on real estate was regarded as the only reliable source 
of support for the then all important local units of 
government and this tax was made the principal source 
of support of the counties, cities, towns and _ villages. 
The state governments were financed for the most part 
by an additional small tax on real property. The 
Federal government depended on receipts from cus- 
toms and excise taxes. 

It long ago became evident that the tremendously 
increased cost of the state and Federal governments 
could not be supported in these simply and hardly 
felt ways, and taxes on incomes became the major 
source of their revenues. 

At the present time it is becoming increasingly evi- 
dent that without a share of the tremendous revenue 
produced by Federal and state income taxes the local 
governments cannot possibly finance the services ex- 
pected of them. 

We must, therefore, recognize the fact that our 
states and local communities must receive a share of 
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the revenue collected by the Federal government in 
income taxes of one kind or another, and that this 
principle is now so well established that there is no 
possibility of changing it without serious disturbance 
to the whole economic system. In effect, therefore, 
recognizing the principle that “he who pays the piper 
inevitably calls the tune,” the real control of the im- 
portant activities of government is fast shifting from 
the local community to the state and from the state 
to the Federal government. 


That this principle brings with it most unfortunate 
effects is now perfectly evident. It has been said, 
and with some truth, that in public health procedures 
one dollar expended under local supervision and con- 
trol will buy as much service as will two dollars ex- 
pended in the local community by the state govern- 
ment, and that one dollar of state money will produce 
as much return as two or three dollars of Federal 
money. 


The difficulties resulting from the control exercised 
by the Federal government over the states and by 
the states over the local communities are very much 
increased by the tendency of the Federal Congress to 
vote for funds to be allocated to the states for spe- 
cially designated purposes: the so-called categorical 
grants. 

The categorical grant is a most pernicious device 
which makes sound and economic development of our 
health program as a whole almost impossible. The 
expenditure of these funds is almost inevitably gov- 
erned by considerations other than those of the need 
for service, or of the most effective way of producing 
the desired result. It is hoped that the device of 
allocating Federal money for special purposes will be 
abandoned and that the local health officer, who alone 
is familiar with actual needs, costs, and results, will 
be given opportunity to use the money allocated to 
him in the way designed to be of greatest value. 


These difficulties it must be said are increased by 
the activities of the special societies, each one interested 
in a separate disease, and are rapidly becoming a 
serious handicap to the normal and healthy develop- 
ment of our health program. Health is, after all, in- 
divisible and to create a separate service for each dis- 
ease is a most wasteful and fruitless procedure. The 
total amount expended by these so-called voluntary 
organizations is so great that were it made available 
for the development of our general health and medical 
service, it would make possible a tremendous improve- 
ment in the amount and quality of the service our 
local health departments can now render the people 
they serve. 


One further result of this remote control is a 
tremendous and almost unending increase in the 
amount of paper work required of our state and local 
units. The number of reports has doubled and re- 
doubled and their complexity increases unceasingly. 
Were the local health officers of Maryland to make 
all the reports that they are supposed to render, 
neither they nor their field assistants would have 
very much time for fruitful activity. It is an axiom 
of health work that no souls are saved in offices, that 
it is in our clinics and in the homes, schools and 
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other gathering places of our people, that real health 
work is done. 

The record problem is serious and in many cases 
apparently insoluble under present conditions. Re- 
port forms required of local units by the state health 
department and of the state health departments by 
the United States Public Health Service and the Chil- 
dren’s Bureau call for a myriad of detail which could 
never be of use to anyone for any conceivable purpose. 

If our health service is to become the economical 
and efficient agency for which we labor and of which 
we dream, it is therefore essential that real control 
of the work of the local health department remain 
with the local community and that expenditure for 
health purposes by the state be under the complete 
administrative and financial control of the state gov- 
ernment. 

These are matters of prime importance. They are 
worthy of our best thought and effort, and until we 
have found a satisfactory solution to them no degree 
of perfection in our technical procedures will give us 
the health service which the American people need, 
desire, and for which they are apparently willing to 
pay: 

Dr. Norton (closing).—Dr. Riley referred to the in- 
creased cost of public health work. That is some- 
thing which we are all conscious of, and yet I think 
just one figure will help us to keep the right per- 
spective on that. I have been told that the Army con- 
siders that it cost them $30,000 for every single case 
of tuberculosis overlooked or that developed tubercu- 
losis in service during World War I. That is one of 
the reasons why careful pre-induction examinations 
are made this time. 

Now if it cost the Army $30,000 for each tuberculosis 
case, you can imagine the cost to the families. Other 
communicable diseases on which we work are also 
very costly. The amount of money it costs to do pre- 
ventive work and particularly to operate local health 
departments is very small in comparison to what it 
would cost even if we overlook the suffering and 
everything else that is inconvenient in connection with 
illness. 


WHAT THE GENERAL PRACTITIONER 
SHOULD KNOW ABOUT ASTHMA* 


By WarreEN F, Kane, M.D., F.A.C.P. 


Houston, Texas 


Asthma, in fact all allergy. is a wilderness 
of misunderstanding and misinformation. We 
shall try to provide a compass and suggest 
a direction, that we may together reach a 
place of better understanding. I cannot prom- 


*Read in Section on Allergy, Southern Medical Association, 
Forty-Sixth Annual Meeting, Miami, Florida, November 10-13, 
952. 


KAHLE: ‘THE GENERAL PRACTITIONER AND ASTHMA 811 


ise that you will like the new country much 
better for it is full of mirrors and many of our 
faults will stand out glaringly. 


By asthma, we mean almost any combina- 
tion of paroxysmal or constant wheezing, 
cough, or dyspnea. Cough, if present, is usual- 
ly productive of a thickened mucus, and the 
wheezing is usually expiratory. These general 
rules are subject to exceptions and additions. 
The patient's age, the duration and severity 
of the disease, intercurrent complications, and 
emotional stresses quite naturally color the 
pathology, prognosis and treatment. 

Maytum! has given us an excellent list of 
the many impersonators of asthma and we 
shall do well to review it. 

Let us ask, what causes asthma? 

The Influence of Heredity.—For a moment 
we stand on common ground. Nearly all 
workers in the field agree that somehow aller- 
gies are familial, and if both parents have al- 
lergies a high percentage of the children will 
likewise be afflicted, whereas, if only one 
parent is involved the percentage is lower. 
At this point opinions differ. Heredity is 
so closely related to prenatal growth, that we 
must discuss them together. We should know 
something about the various theories even 
though they are not decisive. 


Heredity via placental transfer has many 
advocates and in general seems quite reason- 
able. However, if this were nature’s way, then 
it should be demonstrated almost without 
exception in multiple births. But this is 
clearly not so. In a recent presentation Bow- 
en? reported that out of 59 sets of identical 
monoplacental twins studied, 52 sets, or 88 
per cent, showed only one twin had allergies. 
This is overwhelming evidence which cannot 
be ignored. Through his neighborly kindness, 
I have seen 16 of these sets. I have been sin- 
gularly impressed by his findings and by this 
hitherto unexplored opportunity nature has 
provided for scientifically controlled studies. 
These otherwise identical twins are different 
in their allergic propensities, yet they have 
been subjected, so far as we know, to the 
same influences of blood borne allergens, to- 
bacco, alcohol, drugs, diseases, toxins, trauma, 
emotional shock, endocrine factors and nu- 
trition. The last statement was challenged 
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recently by a prominent psychiatrist who both 
fancifully and fervidly asserted that one twin 
might “hog” the placenta. This could de- 
prive his womb mate of nutrition and thus 
hex him allergically for life after only a few 
weeks in utero. 


Then there is the parent rejection theory. 
This, in essence, concedes that an allergy pro- 
ducing mental trauma ensues because one 
or both parents did not desire or like the 
baby. Many unusual mental eccentricities are 
traced to this cause, some rightfully so. How- 
ever, it would seem that in a sense every child 
is rejected many times a day when he is taken 
off the breast or diapered when he wants to 
sleep. Nearly every parent has at one time 
or other exhibited rejection, overanxiety, pos- 
sessiveness, or jealously to some degree. The 
weight of evidence usually is in favor of the 
allergy’s preceding the parent’s action. It 
simply stretches our credulity too much to say 
that a mother dislikes one of her twins when 
their similarity defies differentiation. 


As many questions about this important 
background are instigated by current medical 
and lay articles, it adds to our security and 
the patient’s confidence if we have a working 
knowledge of their theories. But after reflec- 
tion on the subject of chromosomes, genes, 
mutations, intrauterine intrigue, maternal re- 
jection, et cetera, we should accept only that 
knowledge of which we are reasonably sure, 
that is: (1) allergies follow a loosely knit 
mendelian law; and (2) all children receive 
mental and physical trauma in varying de- 
grees. 


Pathology and Physiology.—The pathology 
of asthma is confined to the general area of 
the bronchial tree and is quite well estab- 
lished. Briefly, the picture is one of edema, 
bronchial spasm and increased secretions. If 
infection sets in, the picture of acute or chron- 
ic bronchitis is superimposed, other compli- 
cations such as bronchiectasis would likewise 
cast their usual shadow. 


Physiologically, much of what has occurred 
can be produced by parasympathetic stimu- 
lation, and can be augmented by sympathetic 
depression. Localization of parasympathetic 
ganglia around various common allergic shock 
organs may be more significant than we ordi- 
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narily think, and the more general distal dis. 
tribution of sympathetic ganglia along the ver. 
tebral columns may argue that medications 
which stimulate or depress these two branches 
of the autonomic nervous system may have 
their effectiveness influenced by the juxta- 
position of the ganglia. Also it should be 
kept in mind that medication of this kind is 
temporary in effect, and that while it may be 
very helpful or even mandatory to use it on 
occasion, it is not the answer to the problem 
of chronic asthma. This leads us to our next 
topic. 

Diagnosis—To say that a minutely de- 
tailed history is imperative is an understate- 
ment. A good history is the bread and butter 
of the allergist. Without it he is hopelessly 
lost. With it he is often the great benefactor 
and scintillating scientist in the eyes of the 
grateful patient. 

Not only the careful history of present ill- 
ness, past history, family and social, but men- 
tal stresses, economic and environmental ave- 
nues must be thoroughly investigated. The 
location and type of his home, the materials 
used in his furniture, the kind of rugs and 
rug pads, insecticides, pets, cosmetics, plants, 
inside and out, his personal hobbies and hab- 
its, must all be known. Without this knowl- 
edge, the practitioner is like a surgeon with- 
out a knife. If he has not time to take a care- 
ful history he has not time to practice allergy. 
The child who had his asthma only on Sun- 
day morning was found, by a careful history, 
to be allergic to the rotogravure section of the 
Sunday paper. 

It is just as important to interpret properly 
what one has heard and seen. The girl whose 
asthma started with eating ice cream, and also 
with waving her hair, was sensitive to a sin- 
gle allergen, karaya gum. Many drugs besides 
aspirin contain aspirin. Ordinary rye bread 
is 80 per cent wheat. Highly refined cooking 
oils rarely if ever cause allergies. I have yet 
to see a proven case of allergy to cane sugar. 
Isolating the offending allergen may be as 
much of a detective problem as the apprehen- 
sion of a bank robber. 


There are testing methods which may help 
to solve the problem, but there is far more to 
making a diagnosis than the application of 
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skin tests. These are of almost no value in 
the early months of life, and rarely are posi- 
tive in elderly people. 

Each allergist has his pet testing lists. Each 
tests for items other allergists object to, but 
justifies his actions as an athlete justifies un- 
orthodox play. 

The inhalants usually considered most im- 
portant are the weeds, trees, and grasses in- 
digenous to your area, house dust, feathers, 
kapok, common animal danders, insecticides, 
horse serum, wool and some molds. I rou- 
tinely test for molds, although, contrary to 
some of my colleagues, I have seen very few 
cases where they were actually proven to be 
offenders. 


Food testing is much less reliable, but it 
seems worthwhile to test for eggs, milk, wheat, 
beef, chicken, pork, fish, shellfish, nuts, choc- 
olate, celery, and the common vegetables and 
fruits usually ingested by the people of our 
community. Naturally, we apply any addi- 
tional test indicated by the history. But let 
us remember, there is nothing curative in a 
test. The patient’s ultimate response is our 
goal regardless of the test reaction. 


In general, we temporarily avoid the of- 
fending foods, yet we must not be guilty of 
depriving the patient for very long of those 
foods which are essential to his growth and 
maintenance. Many canned foods contain 
mixtures that are difficult to evaluate. Simple 
diets of plain foods are much to be preferred. 
Elimination diets and food charts depend for 
their success on the use of ungarnished and 
uncomplicated foods. Canned soups, pastries, 
stews, ice creams, and soft drinks are too com- 
plicated to compute. 


It is generally stated that asthma is caused 
by inhalants, ingestants, or infection, but cer- 
tainly we cannot entirely ignore those cases 
where emotional conflicts, conscious or un- 
conscious, pull the trigger that starts the asth- 
matic syndrome. Volumes have been written 
about the importance of psychic influence in 
asthma. To ignore their existence is to be 
medically adolescent. To overemphasize it 
and consider all asthma to be psychogenic is 
to be pseudoscientific. The true scientific 
mind cannot refuse to see what is there to be 
seen. The antigen-antibody reaction, which 
is the basic premise of immunology, needs no 
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supportive argument here as it has long since 
been adequately demonstrated in vaccinations 
and immunizations against smallpox, yellow 
fever, typhoid, tetanus, and so on. 


The good allergist must also be a good 
psychiatrist. If he is to elicit emotional con- 
flicts and recognize their intensity and im- 
portance he must take an adequate psychi- 
atric history, and understand it. Likewise, if 
the psychiatrist is to practice allergy properly, 
he must be aware of the fundamentals of al- 
lergy. Maternal rejection is not seasonal, but 
hayfever is. He must not close his eyes to 
pollenosis, food and drug reactions. He must 
take a good unbiased allergic history, be pie- 
pared to do careful physical examinations, 
laboratory and allergy tests, and not just as- 
sume that the problem is all mental because 
the patient is under mental stress. Both spe- 
cialists should know how to recognize and 
treat infections and intercurrent conditions. 


Treatment.—As should be expected with 
such a confused syndrome, specific therapy in 
asthma has undergone many changes. Once 
wonder drugs have become memories. They 
have not stood the test of time and control. 
Among these are histamine, histaminase, 
hapamine,® ethylene disulfonate, and the 
salts of potassium and calcium. Rapidly join- 
ing them are intravenous alcohol and pro- 
caine. I cannot help but classify pyromen,® 
typhoid vaccine, and boiled milk in the same 
category as their infrequent value does not 
justify their routine use. Antihistamines are 
of great value in other allergies, but seldom 
in asthma. Morphine is contraindicated, and 
codeine, except in small doses, is dangerous. 


Tried and true are the familiar drugs of 
choice: aminophyllin, epinephrine, ephe- 
drine, the iodides, barbiturates, antibiotics, 
oxygen, cortisone and ACTH. Their many 
combinations and refinements are too numer- 
ous to mention and will be discussed else- 
where. Patients under emotional stress often 
need extra sedation, dexedrine,® or both. 
Sympathetic understanding of the patient's 
many problems and gentle help in their ad- 
justments, brings a heart warming confidence 
that often has no equal in the pharmacopoeia. 

Whether the background is dust, pollen, 


bacteria, fatigue, traumatic shock, psychic 
stress, one or all, the ambulatory asthmatic 
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needs to be returned as soon as is feasible to 
a reasonably normal life. This does not con- 
cede that his former existence was normal. 
Here is where the practice of allergy becomes 
a true art. Offending allergens should be 
avoided or carefully protected against. A low 
allergic environment should be _ instituted. 
This, with good mental and physical hygiene, 
offers our best defense against an already low 
allergic threshold becoming vulnerable to al- 
lergens which could be safely tolerated in the 
past. 
DISCUSSION 


One of the worst cases of asthma I ever 
saw in a child was in a seven-year-old boy 
through whose home, one day, ran a small 
puppy. They did not actually touch, but three 
weeks of day and night heroic treatment 
followed. A long remembered adult case was of 
a 40-year-old house servant whose Romeo sud- 
denly confessed to being already married and 
father of three children. After two weeks of 
intensive treatment, she recovered. She had 
had previous minor allergies. Nearly all psy- 
chic stress cases have. To try to put both of 
these cases into the same category is to defy 
the facts. True they both need emergency 
treatment, parallel in many respects but dif- 
ferent in others. 


SUMMARY 


The management of asthma calls for a rea- 
sonable knowledge of its background, path- 
ology and physiology; for the ability to rule 
out its imitators; for the equipment to make 
the necessary tests and the skill to evaluate 
them in the light of the clinical findings; for 
the ability to take a good medical, allergic, 
and psychiatric history, and for abundant un- 
distracted time for managing the case. In- 
trinsic fidelity to all these principles should 
be the blood and bone of our professional 
heritage. 
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PRESENT STATUS OF ACTH AND 
CORTISONE THERAPY IN THE 
TREATMENT OF ASTHMA* 
FAVORABLE RESPONSE AND INDICATIONS 
FOR THERAPY 


By O. C. HaAnsen-Pruss, M.D. 
Durham, North Carolina 


Among the hormones arising from the an- 
terior lobe of the pituitary gland and from 
the adrenal cortex, ACTH and cortisone have 
attained a unique place in the minds of medi- 
cal men and in the imagination of all people. 
Their effects have been widely publicized. 
Such enthusiasm has previously embraced 
many other “curative” substances, such as the 
sulfa preparations of ten years ago and more 
recently the “wonder drugs” (penicillin, au- 
reomycin, streptomycin, et cetera) and the 
antihistamines. For instance, Life magazine a 
few years ago reported the antihistamines to 
be a “cure” for hay fever. 


It is essential to remember that there is no 
“cure-all” or panacea for any human illness. 
What is more important, many a therapeutic 
agent is also a two-edged sword: it can heal 
but it can also kill. This is true of the hor- 
mones, and especially of ACTH and corti- 
sone. They influence the mineral and water 
balance of the human body, the breakdown 
of protein, the carbohydrate and fat metab- 
olism, the condition of the collagen system 
(blood vessels, joints, tendons, muscles, skin), 
the condition of the bone marrow, and also 
the human reaction to infection. These hor- 
mones affect the human immunological re- 
sponses; they produce endocrine-depressive re- 
sults on the gonads and on the thyroid gland. 
In short, they influence every cell of the body. 
It is obvious, then, that these hormones can 
and‘ will produce profound changes in the 
human economy while they are being used as 
curative agents. 

ACTH and cortisone have been used effec- 
tively in the treatment of asthma. This al- 
lergic phenomenon is one of the most violent 
reactions of the human body. The efficacy of 


*Read in Section on Allergy, Southern Medical Association, 
ao Annual Meeting, Miami, Florida, November 10-13, 

*The ACTH and cortisone were provided through the 
generosity of the Wilson Laboratory of Chicago, Illinois, and 
through the efforts of Dr. David Kline. 
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ACTH in the control of a severe attack of 
asthma is now well recognized. Cortisone, 
usually administered by mouth, acts slower 
and, therefore, less strikingly. It is, of course, 
essential to remember that in the normal hu- 
man the amount of the available cortisone 
(adrenal cortical hormone) depends almost 
entirely on the activity of ACTH, the hor- 
mone which is derived from the anterior pitui- 
tary gland and which acts through the sym- 
pathetic nervous system. The pituitary gland 
can truly be called the “boss gland” of the 
endocrine system. 

As a result of stress there is an increased 
secretion of epinephrine; this substance stimu- 
lates the anterior lobe of the pituitary to se- 
crete ACTH, and this hormone acts on the 
adrenal cortex and forces it to put out the 
various adrenal hormones in_ increased 
amounts. It is not known how ACTH or 
cortisone control the asthmatic paroxysm. 
However, it is interesting that during the 
status asthmaticus the individual excretes 
larger amounts of histamine in the urine. Is 
it possible that these hormones influence the 
distribution of histamine? This question has 
as yet not been answered since the reports in 
the literature are contradictory so far as the 
content of histamine in the urine before and 
after the administration of ACTH is con- 
cerned. In any event, everyone is in agrec- 
ment that ACTH and cortisone alter the re- 
sponse of the human being profoundly. 


The medical literature contains many re- 
ports on the action of ACTH and cortisone 
in asthmatic patients. At Duke Hospital we 
have used these hormones in the treatment of 
eighteen individuals suffering from severe 
asthma. Fifteen of these patients were in 
status asthmaticus and refractory to the usual 
forms of therapy. In nine of the eighteen pa- 
tients the immediate response was gratifying 
and led to cessation of the labored breathing, 
to a drop in pulse rate and to a general sense 
of well-being within forty-eight hours after 
the start of ACTH therapy. Dosage of ACTH 
varied with each patient and ranged from 10 
to 25 units in a period of twenty-four hours. 
Two patients received a total of 100 units of 
ACTH in ninety-six hours. In three patients 
it was difficult to decide whether the improve- 
ment was due directly to the action of ACTH 
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or whether it was the result of the general 
medical measures, reassurance, or the eupho- 
ria which often follows the administration of 
ACTH. 

Cortisone was the only drug given to six 
asthmatics. The immediate results in so far 
as the control of the asthmatic seizures were 
concerned were not superior to those achieved 
by aminophylline and other anti-spasmodic 
drugs. However, one patient, a lady forty- 
five years of age who has been suffering from 
rather severe chronic asthma for a period of 
almost fifteen years, seems to be fairly well 
controlled by small daily doses of cortisone. 
At least, she has not required any anti-asth- 
matic measures for the relief of acute seizures 
during the past six months. 

Our experience with ACTH in the treat- 
ment of asthma coincides with that of other 
clinicians. This hormone is extremely useful, 
perhaps life-saving, in the control of the acute 
emergencies of an allergic nature, including 
severe asthma. Occasionally however, ACTH, 
which has proved effective in terminating the 
Status asthmaticus, will not prevent the death 
of the same patient when used during a sec- 
ond or third seizure. This was observed in 
three of the eighteen patients mentioned in 
this report. Perhaps this is not surprising 
when one remembers the profound changes 
which can be wrought in the human metab- 
olism by a hormone like ACTH. 


Cortisone (compound E and compound F) 
is an important part of the adrenal cortex; 
its action is slower and perhaps more benign. 
This substance has been used to compensate 
and to continue the effect of ACTH in the 
treatment of asthmatics. Since it often pro- 
duces a sense of well-being it is used rather 
indiscriminately in the treatment of patients 
with chronic asthma. There is no reason why 
it should not be prescribed as a therapeutic 
adjunct if the patient is kept under strict 
medical supervision. It often enhances recov- 
ery from a long seige of asthma by inproving 
the appetite of the patient, by increasing his 
energy and thereby raising the morale of the 
sufferer. It should always be remembered that 
cortisone, like other hormones, is a potentially 
dangerous substance and that its effect should 
not be taken lightly. As a member of this 
panel I have been asked to discuss the present 
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status of ACTH and cortisone therapy in the 
treatment of asthma and to comment on the 
favorable response to such therapy and the 
indications for its application. I think that I 
can summarize my impressions as follows: 

(1) ACTH.—(a) This hormone is the most 
powerful known agent for the control of acute 
reactions to injury which involve the collagen- 
vascular tissues. (b) The allergic reactions 
are fundamentally of a vascular type, which 
explains the reason for the efficacy of ACTH. 
(c) ACTH has proved to be a life saver in 
acute emergencies such as those arising from 
hypersensitivity to drugs and other chemicals 
and to the injury produced by toxins and 
other non-pus-producing organisms. (d) 
ACTH has been most effective in freeing 
many patients from status asthmaticus. 

(2) Cortisone.— (a) Cortisone is effective in 
continuing the beneficial action of ACTH in 
the treatment of severe asthma. (b) This hor- 
mone is often valuable in maintaining a sense 
of well-being in patients with chronic asthma. 
If it is used carefully it may obviate the use 
of other therapeutic agents because it will 
prevent, in many instances, the recurrence of 
severe acute paroxysms of asthma. (c) It must 
be kept in mind that cortisone has been re- 
ported as producing severe depression and 
psychotic reactions in a few patients. (d) Cor- 
tisone is helpful in the treatment of chronic 
asthmatics because it often improves the ap- 
petite (gain in weight, when necessary), in- 
creases the energy of the patient and benefits 
the emotional make-up, thereby making the 
milder seizures of asthma less of a problem to 
the patient. (e) Cortisone as a therapeutic 
agent must never be taken lightly or used in- 
discriminately because of its obvious side ef- 
fects. 

It must be emphasized that neither ACTH 
nor cortisone is a “curative” agent in the 
treatment of patients suffering from asthma, 
regardless of age. These hormones are pow- 
erful and very effective in the control of the 
acute allergic reactions, including the status 
asthmaticus. They should not be used in the 
role of a long-term anti-asthmatic program. 
They are products of the endocrine system 
and will, therefore, sooner or later play havoc 
with the balance of the human body. 
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It is impossible to survey the available lit- 
terature dealing with these hormones and 
their effect on asthmatics in any detail. The 
literature now is voluminous. I have listed 
four of the articles'-* which I consider com- 
plete and authoritative, not only because of 
the original thoughts expressed by the authors 
but also because they contain an excellent 
and up-to-date bibliography. 
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ACTH AND CORTISONE IN 
BRONCHIAL ASTHMA 
COMPLICATIONS* 


By Cuarces P. Worrorp, M.D. 
Johnson City, Tennessee 


Five years ago almost anyone of you might 
have predicted that such a symposium as this 
would not be found on the program of a 
Southern Medical Association meeting; that 
the problem of asthma and related allergic 
diseases would have been resolved to such 
fundamental concepts that the solution would 
be easy and understood by all of us who prac- 
tice allergy; and certainly that no danger- 
signaler like me would be given any time at 
all. Time has taken the magic out of ACTH 
and cortisone and placed them in their right- 
ful position, that of potent additions to our 
armamentarium, but disappointing in many 
ways. 

Your chairman gave me the last spot on the 
program, and rightly so. He suspected that I 
would tear down the elaborate argument for 
using these drugs, and I shall attempt to do 
so and shall try to leave such fear in your 
hearts that you will hesitate a long time be- 
fore glibly ordering ACTH and cortisone at 
the first wheeze. 


Certain complications must be kept con- 


*Read in Section on Allergy, Southern Medical Association, 
Forty-Sixth Annual Meeting, Miami, Florida, November 10-13, 
1953. 
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stantly in mind and I should like to stress 
seven of these and then elaborate more fully 
on them. They include: (1) increased severity 
of symptoms after cessation of therapy, (2) 
psychic insult on the return of symptoms, (3) 
development of sensitivity to ACTH or corti- 
sone, (4) full-blown development of masked 
secondary infections, (5) Cushing’s syndrome 
manifestations, (6) miscellaneous side effects, 


and finally (7) death. 


We might discuss these complications with 
somewhat different emphasis than the rheu- 
matologist or other internists. Heading the 
list is the unusual situation where we observe 
an increased severity of symptoms after cess- 
ation of therapy. Either of these drugs may 
terminate an attack of status asthmaticus, 
but when the drug is withdrawn, symptoms 
will return usually with increased severity. 
It is felt that each subsequent course of ther- 
apy is less likely to achieve a satisfactory re- 
sponse. The asthmatic who has trouble only 
during the pollen season will not follow this 
tule, of course. His symptoms will not recur 
if therapy is continued until the season is 
over. His response during the season may not 
be too successful, however. If the maintenance 
dosage is reduced too rapidly or too much, 
he may have the same refractory response 
when ‘larger doses are given the second time. 
We have seen several cases where the main- 
tenance dose had to be pegged higher in such 
cases. 


The question comes up as to how long a 
time will elapse after withdrawing therapy be- 
fore a return of the patient’s asthma. This 
is a variable factor. As a generalization, it 
can be said that it will be between one and 
two weeks. There have been extremes, occa- 
sionally as long as a year, but these are rare. 


This leads to a most important considera- 
tion, the psychic insult experienced when 
symptoms do return. Unless the patient has 
been forewarned of this, the results may be 
profound. He has been so buoyed up by his 
non-struggling, non-asthmatic nights and days 
that his hopes soar out of all proportion to 
his short symptom-free respite. The psychic 
factors are so important in most asthmatics 
that we must not minimize them in connec- 
tion with the almost inevitable exacerbation 
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after stopping ACTH or cortisone. It may 
even be the onset of a frank psychosis. 


A most amazing reaction is one which does 
not seem at all possible, an actual sensitivity 
to ACTH or cortisone. Both of these drugs 
tend to subvert allergic symptoms to the point 
of non-recognition and to make the allergic 
sufferer comfortable, happy and even some- 
what euphoric; but the itching, tormented vic- 
tim of urticaria and angioneurotic edema as 
well as the patient with bronchial asthma can 
occasionally develop sensitivity to the drugs 
and show urticarial manifestations which are 
due to the drugs themselves. ACTH is the 
more likely to cause this. A number of cases 
have been reported already. Cortisone is ca- 
pable of inducing an attack of asthma. 


The element of secondary infection must 
be considered in many of our asthmatics, 
whether it be bronchiectasis, bronchitis, sinus- 
itis or some other infection not related to the 
patient’s asthma at all; and this makes us 
consider one of the most formidable compli- 
cations encountered while employing these 
steroid compounds, namely, the full-blown 
development of masked secondary infections. 
Cases of unsuspected appendicitis have gone 
on to rupture; cases of duodenal ulcer have 
perforated with no signs; cases of pneumonia 
have developed unsuspectedly under the eye; 
almost any secondary infection can progress 
rapidly with no localizing signs because of 
the peculiar ability of ACTH and cortisone 
to suppress pain, spasm, rigidity, leukocytosis 
and fever, the cardinal signs of infection. 
With this in mind, one must be extremely 
alert to the possibility of complicating infec- 
tions while using these drugs. Even with the 
closest supervision of the patient, such acci- 
dents can happen to all of us. 


Many of the unpleasant symptoms and signs 
observed while using steroid therapy can be 
grouped together, for they are similar to those 
encountered in Cushing’s syndrome: edema, 
fullness and roundness of the face, acne, hir- 
sutism, striae, cervicodorsal hump, hyperten- 
sion, glycosuria, pigmentation of the skin, 
menstrual dysfunctions, muscular weakness, 
hypokalemia and personality changes with eu- 
phoria, insomnia, depression or frank psy- 
chosis. These are usually encountered only 
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when the drugs have been given over a pro- 
longed period and they also are more likely 
to develop in the younger than in the older 
patients. Two of them should be watched 
for most closely, edema and hypertension. 
Either or both may progress in such a rapid 
fashion that the drugs have to be stopped. 
Daily checks are imperative, especially in the 
early days or weeks of therapy. Should either 
begin to manifest itself, the patient should be 
placed on a low sodium diet with added po- 
tassium and watched very carefully, and if 
this regimen does not correct the beginning 
difficulty, the drug should be withdrawn. 
“Other complications are important and can 
be lumped together. Congestive heart failure 
can be precipitated in an already damaged 
cardiovascular system. A mild diabetic may 
become a severe one with a greatly reduced 
glucose tolerance, and a latent diabetic can 
become a frank diabetic. Fortunately both 
these conditions usually revert once the drug 
is stopped. Not so with tuberculosis, however. 
A tuberculous infection is usually aggravated 
by either drug and accordingly is a definite 
contraindication to steroid therapy. Wound 
healing is sometimes delayed, though many 
operative wounds heal quite well when 
ACTH or cortisone has to be given at the 
time for an associated bronchial asthma. Pep- 
tic ulcers, however, notoriously do poorly 
while either of these drugs is being given, and 
again the possibility of perforation is empha- 
sized. Depression of thyroid function is ob- 
served. Osteoporosis may develop, as well as 
alkalosis associated with hypokalemia. ‘Tran- 
sient adrenal insufficiency naturally ensues 
following the use of cortisone over any pro- 
tracted period of time. Often there is an in- 
creased appetite. Epigastric discomfort, sweat- 
ing, headache and blurred vision are observed 
at times. Only last month we studied one of 
our patients in the hospital for severe epi- 
gastric discomfort while under cortisone ther- 
apy for severe bronchial asthma. It was found 
that the cause of his discomfort was cortisone. 
One last unusual complication should be 
considered now, and that is death. Fried- 
lander! reports the death of a 52-year-old man 
after a second course of cortisone. Halpin? 
has observed a death. Zoss* reported one, as 
did Cooke.‘ Bullen’s® excellent article on au- 
topsy findings in 176 asthmatics who died, 94 
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during attacks of asthma, emphasized the fact 
that asthmatics do die. Since we are begin- 
ning to see the reports of asthmatic deaths 
due to ACTH and cortisone, let us keep this 
most important of all complications ever in 
mind. 


With many potential complications lurking 
a few hours or days behind our decision to 
start ACTH or cortisone, we must be pre- 
pared to anticipate them and institute pre- 
cautionary steps in time. Observations which 
may be required include: sodium chloride re- 
striction, potassium addition, electrocardio- 
graphic observations especially for potassium 
deficiency, frequent blood pressure readings, 
accurate weight charts, blood corpuscular vol- 
ume, pulse rate readings, complete blood 
counts with special study of eosinophils, urine 
for sugar, sedimentation rate, psychic evalu- 
ation, and signs of potassium deficiency (weak- 
ness and prostration). Some cases may require 
many of these studies, others only a few. All 
will require a keen sense of observation and 
evaluation on our part. 


We can be almost didactic in listing the 
specific contraindications for using steroid 
therapy. Edema from renal disease heads the 
list, yet there is one form of renal edema, ne- 
phrosis, which is an exception to this state- 
ment. It is actually benefited quite often by 
this type of treatment. Edema from conges- 
tive heart failure makes the exhibition of 
these drugs impossible. Hypertension, regard- 
less of type, is often made worse so only the 
foolhardy would disregard this warning signal. 
Diabetic asthmatics can be offered these medi- 
cations only with the full realization that the 
diabetic status probably will be aggravated. 
A latent or manifest psychosis is a prime con- 
traindication. Patients with active tubercu- 
losis cannot tolerate this therapy for any but 
the sHortest time. A peptic ulcer may quietly 
perforate under our watchful eye and with 
the patient comfortable and smiling, so we 
must not be tempted to try the drugs here. 
Cushing’s syndrome, other clinical endocrine 
imbalance and osteoporosis are all stop signs. 
Diverticulitis may perforate rapidly. Furuncu- 
losis may progress like a grass fire. In fact 
any infectious process is one that should make 
us think long and carefully before using these 
drugs. And finally one important contraindi- 
cation must be kept ever in mind, an inade- 
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quate financial ability on the part of the pa- 
tient to complete a course of therapy. Fortu- 
nately this is becoming less important as the 
price of the drugs keeps falling. 

Are we justified in using this medication 
in bronchial asthma, which possesses great po- 
tential danger and which can precipitate and 
even initiate many complications? Should we 
timorously keep it locked in the cabinets and 
say it holds too many risks? The answer is 
not a clearcut yes or a definite no. If we do 
not acquaint ourselves with all these possible 
complications and with the mode of action 
of these drugs, the answer most assuredly is 
no. But if we keep the limitations in mind 
and remain constantly alert to danger signals, 
ACTH and cortisone can be potent and grati- 
fying weapons in our hands for treating the 
severe asthmatic. The drugs do not cure him. 
His underlying allergic make-up is still the 
same. But we accept these two members of 
our armamentarium and shall continue to 
use them occasionally for symptomatic relief 
when necessity dictates. 
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METHYL CELLULOSE IN 
OPHTHALMOLOGY* 


By Rosert C. Wetsu, M.D. 
Miami, Florida 


Methyl cellulose is becoming increasingly 
popular as a viscid agent in some ophthalmic 
solutions. It was introduced into ophthal- 
mology by Swan! in 1945. 


*Read in Section on Ophthalmology and Otolaryngology, 
Southern Medical Association, Forty-Sixth Annual Meeting, 
Miami, Florida, November 10-13, 1952. 

*Methyl cellulose is manufactured by the Dow Chemical 
Company. It is sold by them, only in carload lots, so that 
it must be obtained through the Henry K. Davis Company 
of Glen Rock, New York. The Henry K. Davis Company 


stocks the 10 through 4000 c.p.s. varieties heretofore mentioned. 
As little as one-fourth pound can be ordered at a time. The 
calculated cost of preparing a | per cent solution of the 4000 
C.p.s. variety is approximately four to six cents a pint. 
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When a drop of aqueous solution of anti- 
biotic is instilled into the conjunctival sac, 
and the patient blinks once, most of the drop 
is wasted, as it rolls down the patient’s cheek. 
Adding a viscid agent to the expensive eye 
drop to keep the drop in the conjunctival 
sac longer, seems economically, as well as 
therapeutically, sound. I must admit that 
three years ago I began using methyl cellu- 
lose, not for therapeutic reasons, but solely 
for economic reasons. Aureomycin had been 
released for general use at the expensive rate 
of four cents a drop. It seemed extremely 
wasteful to put a four cent drop in an eye 
and have three cents worth wasted almost 
immediately after instillation. 


Dr. James Allen, formerly of the University 
of Iowa, had mentioned in a lecture course 
that methyl cellulose was a good viscid agent 
to serve the purpose of holding liquid medi- 
cation in the eye for a prolonged period. 
There is much more that we need to know 
about the availability and general use of 
methyl cellulose. It is the purpose of this 
paper to pass along some valuable informa- 
tion which I have gained through using 
methyl cellulose for the past three years. 


Methyl cellulose, if used properly, is an 
excellent viscid agent for combination with 
ophthalmic solutions of antibiotics, sulfa, and 
cortisone. It holds most of a drop in the 
conjunctival sac, even though the patient may 
blink. When the patient does blink, the solu- 
tion is caught on the eye lashes, and upon 
opening the eye, it flows back into the con- 
junctival sac. Of course, in a short time, tears 
will dilute the solution, and the excess is 
gradually expelled. 


Methyl cellulose is a non-irritating and 
chemically inert colloid. It is a water-soluble 
cellulose ether possessing a high degree of 
purity and uniformity. It is available in 
eight types with a centipoise range of 10: 
15: 25: 50: 100: 400: 1500: and 4000. It is 
odorless, colorless, and tasteless. It is stable 
after long boiling in the presence of moder- 
ate amounts of alkali or acid. Solutions con- 
taining only pure methyl cellulose do not 
support bacterial or fungal growth.* 

Solutions of powdered methyl cellulose can 
be prepared most readily by first mixing the 
powder thoroughly with one-fifth to one-third 
the required water as hot as 80-90° C. and 
allowing it to stand for 20 to 30 minutes. 
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The remaining water is then added as cold 
water or as ice, and stirred until the solution 
is smooth and clear. Any undissolved fibers 
may be removed by centrifuging or by long 
standing. 

A one per cent solution of the 4000 c.p.s. 
type of methyl cellulose may be made by the 
druggist and kept for mixing with ophthalmic 
solutions. 


Having a prepared solution on hand saves 
the druggist considerable time. One of the 
chief reasons why methyl cellulose has not 
been too widely accepted is that the druggist 
is baffled when he gets a prescription requir- 
ing its use. He is baffled unless he has had 
access to a paper upon the subject or unless 
he has been instructed upon its preparation 
and availability by an ophthalmologist. It 
does not take many telephone calls to the 
busy doctor from pharmacists concerning 
methyl cellulose, to discourage its use com- 
pletely. If the physician is to continue using 
it, he will soon learn that it is essential to 
refer his prescriptions only to those pharma- 
cists who stock it and are familiar with its 
use. 


Recently, mixed solutions have become 
available commercially. Their objections are, 
cost and confusion as to the centipoise range. 
Unless the centipoise range is clearly stated 
on these preparations, we may not get enough 
viscosity to make using methyl cellulose worth 
while. A 0.5-1.0 per cent solution of the 20 
c.p.s. variety is certainly not very viscous. 
I have found that a 0.5-0.8 per cent solution 
of the 4000 c.p.s. variety has optimal viscosity 
for ophthalmic solutions. The doctor should 
have the desired centipoise range of methyl 
cellulose stated on each prescriptiqn. 

The one per cent solution of the 4000 c.p.s. 
variety may be added in equal parts to the 
commercially prepared 30 per cent sulfaceta- 
mide ophthalmic solution. This combination 
smarts much less than the sulfacetamide solu- 
tion alone. Clinically, I have found it to be 
much more effective, particularly in the low 
grade conjunctivitis cases, and the very severe 
conjunctivitis cases. Just exactly why the 
combination smarts much less than the 
straight commercially prepared 30 per cent 
sulfacetamide solution I cannot say. It may 
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be that with the combination, we are using 
a 30 per cent solution diluted to 15 per cent, 
or it may be due to the fact that the emollient 
properties of the methyl cellulose greatly de- 
crease the irritability of the sulfacetamide. 

In evaluating several thousand cases in 
which I have used this combination, there has 
rarely been an objection to this drop. It 
leaves an unsightly white precipitation on the 
lashes, but this may be alleviated by washing 
them with a wet pad or cloth. The incidence 
of sensitivity to this combination has been 
less than 0.1 per cent in my experience, and 
my sensitivity cases were of a mild degree. 

A 0.5 per cent solution of the 4000 cps. 
type of methyl cellulose may also be used with 
aureomycin, terramycin, neomycin, and chlor- 
amphenicol. A 0.5-0.8 per cent solution may 
be used with cortisone drops. 

How often should the drops be used? No 
one can say exactly, but the frequency of use 
depends upon the severity of the case being 
treated. A patient with a severe conjunctivitis 
should use the drops frequently if he wants 
to get well quickly. Another point to consider 
in the very severe cases is that the eye makes 
tears much more than usual when a drop is 
instilled into the conjunctival sac. The drop 
quickly becomes diluted and rolls down the 
cheek. Still another point to consider is the 
convenience of use. This is most important in 
the less severe cases. I have found that one 
of the most convenient ways of using this type 
of eye drop is to have the patient instill a 
drop every ten minutes for five to six doses, 
and then repeat the same procedure two to 
three times a day, or as many times as neces- 
sary. 

CONCLUSION 

Methyl cellulose is an excellent viscid agent 
for use in combination with some ophthalmic 
solutions. 

Knowledge of its centipoise ranges is €s- 
sential in prescribing this colloid. In my ex- 
perience, a 0.5-0.8 per cent solution of the 
4000 c.p.s. variety of methyl cellulose has the 
optimal viscosity for ophthalmic solutions. 
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FACTITIAL PROCTITIS* 


By Frep B. Honces, JRr., M.D. 
Atlanta, Georgia 


Complications involving the rectum and 
perirectal structures following irradiation of 
adjacent organs were termed “‘factitial proc- 
titis,” by Buie and Malmgren,' in 1930. Var- 
ious estimates have been made of the inci- 
dence of factitial proctitis and most authors 
report it as occurring in from three to five 
per cent of the patients who receive radiation 
therapy for carcinoma of the cervix and 
uterus. There are also reports in the litera- 
ture of its occurrence in men following the 
use of radium for carcinoma of the prostate. 

Primarily this paper is presented to discuss 
the treatment of these complications and to il- 
lustrate with case histories, some of the diag- 
nostic and therapeutic problems encountered 
in a series of 28 cases. These patients were 
seen, some as private patients and some were 
from Sheffield Cancer Clinic in Atlanta. 


Before going into the treatment, it might 
be well to review very briefly the etiology 
and pathology. 


Todd? states that the only proven etiologi- 
cal factor is the occurrence of local accidental 
overdosage in cases when the resulting lesion 
is a local tissue necrosis. In those cases, where 
the reaction involves the entire perireczal 
area, he says it is due to the post-irradiation 
deprivation of blood supply to the posterior 
segment of the pelvis. The first he classifies 
as an intrinsic reaction and the latter as ex- 
trinsic. Of these 28 cases, 16 could be classi- 
fied as intrinsic and 12 as extrinsic. Other 
factors to be considered in the etiology are 
the age and general health of the patient, the 
degree of arteriosclerosis that might be al- 
ready present in the involved blood vessels 
of the rectum, plus the fact that the rectal 
mucosa can safely tolerate only about one- 
third as much radiation as the cervix and 
uterus. 


Radiation injuries are more likely to de- 
velop when anatomical conditions exist, such 
as a retroverted uterus, causing the fundus to 


_ "Read in Section on Proctology, Southern Medical Associa- 
Annual Meeting, Miami, Florida, November 
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lie closer to the anterior wall of the rectum 
or when a posterior fixation of the cervix is 
present, making the proper screening very dif- 
ficult. Other conditions including slipping 
of the radium applicator or packing after be- 
ing properly placed may in some cases be re- 
sponsible. 


The earliest pathologic change is an acute 
inflammatory reaction on the anterior wall of 
the rectum accompanied by edema and in- 
creased vascularity. Often this type of reac- 
tion is noticed within two or three weeks fol- 
lowing irradiation, and it is generally spoken 
of as an early change. In the majority of cases 
it subsides without causing an ulceration and 
requires little or no treatment. It is the late 
or permanent changes seen on an average of 
five to six months following exposure to 
radiation which cause most concern. 


In these more serious cases the primary in- 
jury is to the blood vessels, with an endarter- 
itis, followed by thrombosis, infarction and 
subsequent death of the damaged area. The 
mucosa surrounding the ulcer is thickened, 
indurated, and shows many telangiectatic 
areas. The ulcers may be single or multiple, 
but are usually single. They vary from the 
slightest superficial erosion to deep punched 
out ulcers with grayish ragged bases and sharp 
margins, covered with a thick, tenacious gray- 
ish membrane. In some instances the necrosis 
is deep enough to penetrate the rectovaginal 
wall. The telangiectatic areas extend in all 
directions from two to eight cm. A diffuse in- 
flammation may take place, later forming a 
stricture of a long segment of the bowel. The 
injured tissues are gradually replaced by fi- 
bro-elastic tissues which undergo sclerosis and 
hyalinization. As the healing process ad- 
vances, scar tissue bands may produce a stric- 
ture at the site of the ulcer or, in cases where 
the injury was extensive, a hard, fixed mass 
almost impossible to distinguish from ad- 
vanced carcinoma of the pelvic organs. 


In this group of patients, seven of the 
28 developed strictures varying from short 
ring-like contractures to strictures involving 
long segments of the bowel; an incidence 
of 25 per cent, none of which were severe 
enough to cause obstruction; four, or 14.3 
per cent developed  rectovaginal fistulas. 
There were two deaths, both due to distant 
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metastasis originating from cervical carcino- 
mas. 

Of the symptoms produced, bleeding is 
perhaps the most common. The amount varies 
from occasional small] streaks adhering to the 
stool to profuse hemorrhages, requiring multi- 
ple transfusions for replacement. Often pa- 
tients have several stools daily, all with much 
blood and mucus. Pain varies from vague un- 
comfortable aches in and around the rectum 
and extending into the sacrococcygeal area 
and sometimes the groins to excruciating 
cramps, requiring opiates for relief. Diarrhea, 
tenesmus, loss of weight and emaciation are 
all frequently present. 

The diagnosis of factitial proctitis is in 
most instances relatively easy. “he history of 
the above mentioned symptoms following ir- 
radiation, along with the presence of lesions 
on the anterior rectal wall usually makes the 
diagnosis clear. There are a few cases in which 
it is almost impossible to rule out malignant 
extensions without repeated biopsies, which 
were necessary in eight of these cases. Other 
conditions capable of causing ulcerations and 
diarrheas should be ruled out. 


TREATMENT 


There is no one drug, no single diet or 
therapeutic regime which can be used effec- 
tively in all these patients. The treatment in 
the majority of cases is conservative and 
symptomatic. First of all it must be remem- 
bered that there has been an injury to the 
rectal wall and, as with any other portion of 
the intestinal tract where the blood supply 
has become impaired, the involved tissues are 
very susceptible to infection; therefore, the 
avoidance of further trauma, whether it be 
mechanical, thermal, chemical or physical, and 
the prevention and elimination of infection 
should be given the utmost consideration. An- 
other fact, not to be overlooked, is that these 
patients are very cancer conscious. They 
should be given all the sympathetic under- 
standing possible, and be assured, where pos- 
sible, that it is a self-limiting disease, which 
has to run its course, and that their coopera- 
tion and patience are very necessary. 


In patients treated conservatively, a high 
caloric low residue diet was prescribed. If 
necessary, one of the muciloid preparations 
was advised to help eliminate hard traumatiz- 
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ing stools. Where there was a dietary defi- 
ciency vitamins and minerals were given. 
Iron, liver, folic acid and vitamin B-12 were 
used to combat mild anemia. Some patients 
required from one to as many as six trans- 
fusions for the anemia. Mild sedatives, such 
as phenobarbital and belladonna, or transen- 
tine® are often valuable to relieve tenesmus 
and diarrhea. Instillations of warm olive oil, 
two or three times daily, along with hot 
fomentations to the anal area, or hot sitz 
baths are frequently very effective in controll- 
ing the pain and tenesmus. Occasionally small 
doses of codeine may be given. If frequent 
doses of stronger opiates or demerol® are 
necessary for control of pain, then a colostomy 
is advised. 

Following defecation, a cleansing tap water 
enema is used. This in itself aids in the heal- 
ing process and, by keeping the rectum empty, 
relieves the frequent desire for bowel move- 
ments. 

Where there is considerable local necrosis 
present, Evans* advocates the nightly instilla- 
tion of five to 10 cc. of furacin® solution to 
be retained all night, if possible. This hastens 
the resolution of the necrotic process. The 
application of one per cent aqueous gentian 
violet solution applied to the ulcer every two 
to three days is also beneficial. Vitamin E, 
300 mg. daily has been recommended as 
being helpful in rechannelizing the damaged 
blood vessels. No beneficial results were ob- 
served in the five cases where it was given. 


Streptokinase-streptodornase may be of con- 
siderable value in removing the tenacious 
necrotic material covering the base of the ul- 
cer, or in helping to clean the edges of recto- 
vaginal fistulas prior to surgery. It should 
not be used where there is active bleeding 
and it will not have any beneficial effect on 
the surrounding fibrous tissue. 

Of all the drugs used, the most beneficial 
were those reducing the bacterial flora of the 
intestines. Sulfathalidine® was given to 15 
patients. A very noticeable improvement was 
seen in each one. Combinations of penicillin 
and streptomycin were of equal benefit; how- 
ever, the sulfa drugs were used over much 
longer periods, some for as long as four 
months without harmful reactions. Aureomy- 
cin and other such antibiotics are equally 
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helpful but are more likely to produce trou- 
blesome reactions. 


Where bleeding was severe, the application 
of small pledgets of oxycel® gauze, held in 
place overnight by a vaseline gauze pack was 
used. In three cases, by doing this and later 
replacing the blood loss with transfusions, 
three patients were able to avoid colostomies. 
Following these transfusions their progress 
was very satisfactory. In three patients, where 
the oozing areas were extensive and all the 
surfaces were being constantly traumatized, 
colostomies could not be avoided. 

Ricketts, in 1946, reported encouraging re- 
sults from the use of radon ointment. Many 
other procedures had been advocated which 
were not used in these cases, such as presacral 
sympathectomy for the control of pain. 


In cases in which the pain, bleeding, diar- 
thea, and tenesmus could not be controlled by 
conservative measures as outlined above, 
colostomy was advised. The procedure was 
necessary in seven patients, three of whom 
had developed rectovaginal fistulas. The di- 
version of the fecal stream serves three pur- 
poses: (1) to avoid trauma; (2) to reduce the 
bacterial flora; (3) to put the rectum at rest. 


The following case histories are examples 
of some of the various problems encountered. 


Case 1—A 38-year-old woman was first seen 
in July 1951. Her chief complaints were rectal bleed- 
ing and diarrhea. This had been present on infrequent 
occasions for over two years. During the past two 
months the bleeding had become much worse and the 
diarrhea, six to eight stools daily, was accompanied by 
severe cramps. Seven months before, in November, 
she had been treated for carcinoma of the cervix with 
radium, 4,200 mg. hours, and x-rays, 3,000 r. units. In 
the past two months she had lost 20 pounds in 
weight. 

On the anterior wall of the rectum, one and a half 
inches above the anorectal line, there was an ulcer 
one by two cm. typical of the factitial process. ‘The 
entire rectum was red, edematous and covered with 
bloody mucus. Also there were numerous smaller ul- 
cers scattered throughout the rectum. Stool speci- 
mens were positive for Endamoeba histolytica. ‘Treat- 
ment, both for the factitial process and amebiasis was 
outlined for her. Three weeks later the amebic ulcers 
were healed, the diarrhea subsided to two soft stools 
daily, and she had gained four pounds. Her improve- 
ment was constant for the next four months. When 
last seen, in February 1952, she had no complaints. 
The mucosa showed only many telangiectatic areas on 
the rectal wall. 


Case 2—A 34-year-old woman was seen four 


HODGES: FACTITIAL PROCTITIS 823 


months following treatment of carcinoma of the cervix 
with radium and x-rays. Her chief complaint was 
severe pain, bloody diarrhea and loss of approximately 
30 pounds of weight. When first examined she 
was in considerable pain, requiring opiates for relief. 
There was evidence of weight loss, and a severe ane- 
mia. 

On examination it was found that the rectum was 
acutely inflamed, somewhat contracted, and the mucosa 
bled with the slightest trauma. There was a large 
factitial ulcer, two by four cm., on the anterior wall of 
the rectum. The examination was unusually painful in 
spite of heavy sedation before an examination was 
attempted. In view of her condition it was decided 
to do a colostomy. She was prepared, using blood 
transfusions and antibiotics. Four days after the 
operation she complained of very little rectal pain, 
most of her pain being at the site of the incision. 
She was able to eat and felt much stronger. She was 
dismissed from the hospital two weeks following the 
operation, during which time antibiotics were con- 
tinued and she complained of very little pain. Only 
mild sedatives were required for rest. At the end of 
four months time, she had regained her weight, felt 
perfectly normal and was very anxious to have the 
colostomy stoma closed. During this time the distal 
segment of the colon was irrigated with plain water 
enemas thrice weekly to remove mucous accumula- 
tions and debris. The rectal wall was considerably 
fibrosed and the lumen somewhat narrow. The mu- 
cous membrane was covered with telangiectatic areas 
but the ulcer had healed. It was felt unwise to close 
the opening at this time but it was done because of 
her unrelenting insistence. She returned to work 
four weeks after colostomy closure and remained 
perfectly well for the next 15 months. At that 
time she complained of symptoms indicative of distal 
metastasis. She died in about three months. So long 
as she lived she was comfortable so far as her rectal 
trouble was concerned. 


Case 3.—A_ 54-year-old woman six 
months following treatment of carcinoma of the cervix 
with radium. Her complaints were loss of weight, a 
bloody diarrhea, weakness and loss of appetite. On 
the anterior wall of the rectum, there was an ulcer 
two by three cm. rather shallow and covered with a 
tough yrayish membrane. The rectal mucous mem- 
brane was red and edematous. Higher up in the pel- 
vis there was a hard, firm fixed mass filling almost 
half of the pelvis. Biopsies from both the cervix and 
the rectal ulcer were negative for carcinoma. It was 
felt that this mass was inflammatory and not cancer- 
ous. The bleeding was controlled by the use of strips 
of oxycel® gauze placed over the bleeding areas and 
held by a vaseline gauze packing. Three transfusions, 
at two-day intervals, were given to replace her blood 
loss, and sulfathalidine® was given for six weeks. After 
two weeks of a strict conservative regime her im- 
provement was very noticeable. She was able to leave 
the hospital and from then on her improvement was 
continuous. When last seen, in September 1952, 
33 months from the time she was in the hospital, 
she had been free from symptoms for over two 
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years. However, she is still very careful regarding 
her diet and bowel habits. The mass felt at the time 
of the first examination must have been inflamma- 
tory as it had completely subsided. 


SUMMARY 


A discussion of the complications occurring 
in the rectum following irradiation of the 
cervix for carcinoma has been presented, 
along with the incidence, etiology and path- 
ology. 

In a group of 28 patients the incidence 
of strictures was 25 per cent and rectovaginal 
fistulas 14.3 per cent. 


The general outline of treatment has been 
given along with three case histories illus- 
trating some of the problems of diagnosis and 
treatment. 
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DISCUSSION (Abstract) 


Dr. W. Clough Wallace, Greenville, S$. C.—My asso- 
ciate and I have been fortunate in having seen most 
often the transitory type of radiation proctitis and 
very few of the distressing and refractory sequelae that 
the author describes.. 

These patients need sympathetic and understanding 
encouragement, and the injured bowel needs protec- 
tion from the trauma of medication, manipulation, or 
food. Narcotics should be used sparingly because 
there is strong tendency to addiction. 

I have never seen a case that I felt needed no vita- 
mins. I believe they all need them in adequate dosage. 
I prefer parenteral administration because highly con- 
centrated vitamins by mouth are irritating to the 
bowel and if diarrhea is present most of the high- 
priced medicine is swept to the outer world with the 
stools. 


The cleansing enema after defecation has served 
me well in these cases, and I also use it in other con- 
ditions with satisfaction. However, I feel that more 
than two enemas a day are injurious rather than 
beneficial. So where there are more than two stools 
daily, I prefer one enema in the morning and a 
second just before bedtime. 


Drugs reducing the bacterial flora of the intestinal 
tract have proved the most valuable weapons in my 
hands. In my most recent case I used a combination 
of penicillin and streptomycin with sulfathalidine.® 
The penicillin-streptomycin mixture gave rapid bac- 
teriostasis and was discontinued after 72 hours when 
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the sulfathalidine had reached effective concentra- 
tion. 


In my next case I plan to use phthalylsulfaceti- 
mide,® which penetrates the bowel wall, or azopyrene, 
which I have used in a case of idiopathic ulcerative 
colitis with good results, instead of sulfathalidine® 

I have not used oxycel® gauze pledgets for 
bleeding nor streptokinase-streptodornase for local de- 
bridement, but I like the idea. 


Olive oil instilled into the rectum several times a 
day and cod-liver oil instilled at night have seemed to 
me to do the most to promote healing and comfort 
of any of the local measures. 


Epidural injection of novocaine and alcohol, as 
recommended by Soresi for posterior ganglion block, 
has given excellent relief from intractable anorectal 
and pelvic pain in several of my patients. It has the 
advantage of affecting neither the bladder nor erec- 
tion in the male and is not permanent. However, it 
may be repeated any number of times. 


In one of my cases diversionary sigmoidostomy for 
proctitis after heavy x-radiation for a sacral chordoma 
caused the rectal symptoms to clear nicely, but the 
urologists felt that a cord bladder demanded a 
permanent cystostomy. You may well imagine the 
mess of two stomas on one belly. In desperation I 
finally resected the lower half of the sacrum with the 
tumor to give room in the pelvis, waited a minimal 
time, and reestablished the continuity of the bowel. 
Everything went well for two or three weeks; then 
diarrhea, some bleeding, and rectal cramps recurred. 
I felt very low in spirit and hopelessly put my finger 
into the patient’s rectum. I encountered and re- 
moved a three by four cm. irregular chunk of pork 
bone, and a second expedition produced a seven cm. 
fishbone. Diarrhea ceased almost instantly and did not 
recur. Do not give up hope in these cases, especially 
when an edentulous patient may have gummed down 
a cockle-burr or other foreign body to lodge in the 
rectum. 


Dr. Edgar Scott, Birmingham, Ala.—1 wish to em- 
phasize the urgency of performing an early colostomy 
in most of these patients. It is my impression from 
this paper that the author does everything possible 
in the nature of local therapy and performs a colos- 
tomy only as a last resort. I believe that any phy- 
sician who approaches the problem of factitial proc- 
titis by handling the case in this manner has a wrong 
concept of the condition, generally, and the facts 
about the “whys and wherefores” of a colostomy. 


Rather than being radical treatment, it is just the 
opposite. It is conservative treatment. Performing a 
colostomy immediately, in the majority of cases, will 
preserve what good health the patient has left, thus 
enabling the physicians to begin treating him on the 
basic conception of the patient rather than the dis- 
ease. If the colostomy is put off, the patient continues 
a downhill course rapidly and, in many instances, this 
delay results in a fatality. 


A colostomy is not a serious operation; it can al- 
ways be closed when deemed advisable; there is noth- 
ing to be lost and, most assuredly, there is everything 
to be gained. 
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MANAGEMENT OF INOPERABLE 
CARCINOMA OF THE LUNG 


Management of the patient with inoperable 
pulmonary carcinoma is a problem of increas- 
ing import to the clinician of today. In 
1950 it was estimated that there were 30,000 
of these individuals in the United States, and 
this number is steadily increasing.' The treat- 
ment of these patients therefore has major 
importance. Too often the clinician assumes 
a defeatist attitude in these individuals, an 
attitude that is quickly transmitted to the 
patient and contributes to his mental and 
physical deterioration. There are available 
measures, however, that offer some control 
of the more distressing manifestations of this 
disease state. 


Relief of pain is an essential component 
of the management of these patients. The 
use of radiation, for which a variety of meth- 

1. Mayer, E.; and Roswit, B.: Newer Palliative Measures 


in the Management of Inoperable Bronchogenic Carcinoma. 
Dis. Chest, 21:491-512 (May) 1952. 
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ods are available, is often effective, at least 
temporarily. Administration of nitrogen mus- 
tard has been of value. Some investigators 
feel that the palliative response of radiation 
is often augmented when used in combination 
with nitrogen mustard. The oral preparation, 
triethylene melamine (TEM), appears to 
have similar therapeutic use.? 

Control of infection by antibiotics and 
surgical drainage may offer much in the way 
of comfort to these individuals. Relief of 
bronchial obstruction by bronchodilators or 
by fulguration may be useful in the control 
of secondary infection. 

Other medical technics, such as mainte- 
nance of proper nutrition with supplemental 
vitamins, high protein feedings, and blood 
transfusions, may contribute much to the pa- 
tient’s feeling of well-being. 

It should not be overlooked that the con- 
fidence inspired by an aggressive therapeutic 
attitude of the physician can itself allay much 
of the anxiety of patient and family during 
this trying illness. 


POTASSIUM DEFICIENCY AND THE 
MYOCARDITIS OF POLIOMYELITIS 


Histological changes in heart muscle have 
been observed both in man and experimental 
animals subjected to prolonged potassium de- 
pletion regimens. Similar changes have been 
demonstrated in patients with protracted po- 
tassium depletion induced by chronic diarrhea 
and after excessive desoxycorticosterone ther- 
apy of Addison’s disease.* 4 

The microscopic changes in the heart 
muscle of rats maintained on potassium de- 
ficient diets consist of a loss in the striations 
of individual cardiac muscle fibers followed 
by nuclear pyknosis and lysis. The area of 
muscle necrosis is originally infiltrated by 
polymorphonuclear leukocytes, these later be- 
ing replaced by mononuclear phagocytes. As 


2. Skinner, E. F.; and Carr, D.: Palliative Therapy in 
Incurable Intrathoracic Malignancies. Amer. Pract., 3:900-910 
(Nov.) 1952. 

8. Perkins, J. G.; Petersen, A. B.; and Riley, J. A.: Renal 
and Cardiac Lesions in Potassium Deficiency Due to Chronic 
Diarrhea. Amer. J. Med., 8:115-123, 1950. 

4. Goodof, I. I.; and MacBryde, C. M.: Heart Failure in 
Addison’s Disease with Myocardial Changes of Potassium De- 
ficiency. J. Clin. Endocrinol., 4:30-34, 1944. 
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the deficiency progresses the degenerative 
process simulates a diffuse myocarditis, not 
unlike that seen in human diphtheria. Prolif- 
erating connective tissue replaces the necrotic 
muscle cells, while simultaneously new muscle 
fiber lesions appear in adjacent areas. Just 
why some fibers are affected earlier than oth- 
ers is not readily apparent. The affected areas 
remain relatively free of perivascular infiltra- 
tion. It is of interest that the potassium con- 
tent of the heart muscle of these experimental 
animals has been demonstrated on chemical 
analysis to be 35 per cent lower than in the 
controls. 


Myocardial lesions, together with electro- 
cardiographic changes, are not uncommon 
findings in poliomyelitis. Sophir and Wile 
were the first to focus attention on the cardiac 
muscle changes found in patients dying of 
poliomyelitis. Their findings have since been 
confirmed by several investigators. 


It cannot be overlooked that the cardiac le- 
sions, and the electrocardiographic alterations 
seen in poliomyelitis are strikingly similar to 
those found in potassium deficiency states, al- 
though perivascular infiltration appears to be 
singularly absent in the latter. Certainly the 
myocarditis of poliomyelitis is non-specific 
and cannot be differentiated from that seen 
in other virus disease states.” 


Although the causative virus of poliomye- 
litis has been isolated from the diseased myo- 
cardium, skeletal muscle, and blood in indi- 
viduals affected with the disease, this does not 
indicate that virus itself caused the myocardial 
lesions. Other body tissues, no doubt, were 
invaded by the infectious agent, but showed 
no such changes. 


It would not seem unreasonable, therefore, 
to assume that the myocardial lesions of polio- 
myelitis are due at least in part to a potassium 
deficiency. Certainly the two clinical states 
are frequently associated. Further correlation 
of clinical and pathological material will be 
necessary to lend support to such a concept. 


1. Sophir, O.; and Wile, S. A.: Myocarditis in Polio- 
myelitis. Amer. J. Med. Sci., 203:781-788, 1942. 

2. Appel, M.: Poliomyelitis; A Clinical Pathological Cor- 
relation. Illinois Med. J., 98:190-192, 1950. 
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Cholesterol is a characteristic constituent 
of atheroma. Certain diseases with hyper- 
cholesterolemia are known to predispose to 
atherosclerosis. In experimental atheroscle- 
rosis in animals fed a high cholesterol diet, 
the hypercholesterolemia observed is often 
spectacular. For these reasons, it is generally 
believed that cholesterol plays an important 
role in atherosclerosis, and a low cholesterol 
diet has been recommended for the prevention 
and control of this disease. 


However, persons with normal blood choles- 
terol may have a heart attack, and in those 
coronary patients with hypercholesterolemia, 
there is no correlation between blood choles- 
terol level and the severity of the disease.5-7 
Furthermore, there is no correlation between 
dietary cholesterol intake and atherosclerosis.§ 
It has therefore been questioned whether re- 
striction of dietary cholesterol is effective or 
worthwhile. 

Keys and collaborators! have reported that 
although moderate restriction of dietary cho- 
lesterol has no effect on blood cholesterol 
level, severe restriction does lower it. That 
animals can synthesize cholesterol is well 
known. Recent studies with liver slices from 
rats? and dogs* have shown that the rate 
of cholesterol synthesis in liver is inversely in- 
fluenced by cholesterol intake; the higher the 
dietary intake, the slower is the rate of syn- 
thesis. This explains why moderate restric- 
tion of dietary cholesterol has no effect on 
blood cholesterol level. However, there is 
probably a limit to the capacity of cholesterol 
synthesis in the body. Blood cholesterol level 


1. Keys, A.: Relation in Man Levels 
in Diet and in Blood. Science, 112:79, 

2. Tomkins, G. M.; Sheppard, H.; po Chaikoff, I. L.: 
Cholesterol Synthesis by Liver. II]. Its Regulation by In- 
gested -Cholesterol. J. Biol. Chem., 201:137, 1953. 

3. Gould, R. G.; Taylor, C. B.; Hagerman, J. S.; Warner, 
I.; Campbell, D. 1: Cholesterol Metabolism. I. Effect of 
Dietary Cholesterol on the Synthesis of Cholesterol in Dog 
Tissue in Vitro. J. Biol. Chem., 201:519, 1953. 

4. Anderson, J. T.; and Keys, A.: Dietary Fat and Serum 
Cholesterol. Fed. Proc., 12:169, 1953. 

5. Gofman, J. W., et al: Blood Lipids and Atherosclerosis. 
Circulation, 2:161, 1950. 

6. Gofman, J. W., et al: Blood Lipids and Human Athero- 
sclerosis. Circulation, 5:119, 1952. 

7. Jones, H. B., et al.: Lipoproteins in Athersclerosis. 
Amer. J. Med., il: 358, 1951. 

8. Gertler, M. M.; Garn, S. M.; and White, P. D.:_ Diet, 
Serum Cholesterol and Coronary Artery Disease. Circulation, 
2:696, 1950. 
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begins to decrease when that capacity is taxed 
to the limit by using a cholesterol free diet. 


In a patient with idiopathic hypercholestero- 
lemia, studied by Keys,' the blood cholesterol 
level was markedly lowered by using a fruit- 
rice diet which was cholesterol-free and practi- 
cally fat-free. Change from this diet to one 
containing corn-oil but no cholesterol caused 
a rise of blood cholesterol to the previous 
level. More recently, Anderson and Keys? 
reported that a change from a high-fat diet 
to a moderate-fat diet with the same choles- 
terol and caloric intake caused a decrease of 
serum cholesterol while a change from the 
moderate to the high-fat diet caused an in- 
crease. Obviously, the blood cholesterol level 
is influenced not only by the intake of cho- 
lesterol itself, but also by the intake of fat. 


Fats are carried in blood largely in the form 
of lipoproteins. These lipoproteins differ in 
density and therefore in the rate with which 
they float in a heavier medium under the 
influence of centrifugal force. The lipo- 
proteins of lower density contain more neutral 
fat and less cholesterol, phospholipids and 
protein, while those of higher density contain 
more cholesterol, phospholipids and protein 
and little or no neutral fat. Gofman’s studies®* 
with ultracentrifuge have shown that the con- 
centration of lipoproteins of certain class 
(designated as Sf 10-20) is always increased 
in atherosclerosis. This class of lipoproteins 
represents only a small fraction of the total 
serum cholesterol, thus explaining the lack of 
correlation between total blood cholesterol 
level and atherosclerosis. Dietary restriction 
of fat has produced a decrease in these lipo- 
proteins in a large proportion of patients. 


The lipoproteins, according to Gofman, 
represent stages in the utilization of fat. After 
a fatty meal, there is a transient elevation of 
lipoproteins of lower density. Then there 
is a stepwise conversion from lower density 
classes to higher density classes. In the ma- 
jority of children and adults below 25 years, 
the higher density lipoproteins disappear in 
turn as they move toward the next stage on 
the path of utilization. Normally the lipo- 
proteins of the Sf 10-20 class are present in 
minimal concentrations. Sustained elevation 
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of lipoproteins of this class occurs when the 
rate of fat utilization is decreased. In other 
words, the elevation of these lipoproteins in 
atherosclerosis is due to a defect in fat me- 
tabolism. 

This defect may be a specific disturbance 
of fat metabolism as is probably the case in 
idiopathic hypercholesterolemia, or it may be 
the indirect result of a disturbance in carbo- 
hydrate metabolism as in diabetes. Since the 
final stages of amino-acid metabolism are the 
same as those of glucose and fatty acids, a 
specific defect of protein metabolism in 
atherosclerosis is not probable. 

According to the current theory, long chain 
fatty acids are oxidized two carbon atoms 
at a time, giving the two carbon fragments, 
CH,;,CO- and -CH,COOH. From these two 
carbon fragments fatty acids are synthesized 
by a reverse process. From these fragments 
also, cholesterol is synthesized. This has been 
demonstrated by a recent work®" with la- 
beled acetic acid into which the fragments are 
convertible. 


The metabolism of glucose eventually yields 
pyruvic acid, a two carbon compound which 
can be converted into a two carbon fragment 
by the loss of one carbon as CO». 

Pyruvic acid can take on one CO, to give 
the four carbon compound oxaloacetic acid. 
This can add on a two carbon fragment to 
form citric acid. By a series of reactions 
known as the citric acid cycle, citric acid is 
reconverted into oxaloacetic acid with the 
loss of two carbon atoms as CO,. 


The regenerated oxaloacetic acid can then 
take on a new two carbon fragment, and the 
cycle is repeated. 


The ease with which dietary carbohydrate 
is converted into fat in the body shows that 
the conversion of pyruvic acid into a two Car- 
bon fragment is a brisk process. Conversion of 
fat into carbohydrate is normally negligible, 
indicating that conversion of the two carbon 


9. Langdon, R. G.; and Bloch, K.: The Biosynthesis of 
Squalene. J. Biol. Chem., 200:129, 1953. 

10. Brady, R. O.; and Gurin, S.: Biosynthesis of Labeled 
Fatty Acids and Cholesterol in Experimental Diabetes. J. Biol. 
Chem., 187:589, 1950. 

11. Gurin, S.; and Brady, R. O.: Ciba Foundation Con- 
ference on Isotopes in Biochemistry, Edited by G. E. W. 
Wolstenholme, p. 17. Philadelphia: The Blakiston Co., 1951. 
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fragment into pyruvic acid is not appreciable. 
The utilization of fat, therefore, requires the 
simultaneous utilization of glucose, which is 
simply a restatement of the old saying that 
fats burn only in the fire of carbohydrates. 

The decreased utilization of glucose in dia- 
betes can conceivably cause a decrease of 
pyruvic acid and oxaloacetic acid required in 
the citric acid cycle, with consequent decrease 
in the oxidation of two carbon fragments pro- 
duced from fatty acids. In diabetes, also the 
synthesis of fatty acids from two carbon frag- 
ments is blocked, as shown in experimental 
diabetes.!° The two carbon fragments, there- 
fore, accumulate causing an increase in choles- 
terol synthesis.'! This explains the hyper- 
cholesterolemia in diabetes to be the indirect 
result of a defect in carbohydrate metabolism. 
It is evident that hypercholesterolemia may 
result from an accumulation of two carbon 
fragments for any other reason. 


Instead of a qualitative defect in carbo- 
hydrate or fat metabolism, hypercholestero- 
lemia or hyperlipoproteinemia of a certain 
type may be caused simply by a quantitative 
defect, a decrease in the rate of utilization of 
both carbohydrate and fat with decrease in 
total energy metabolism. 

Hypothyroidism is known to predispose to 
atherosclerosis. A subnormal basal metabolic 
rate is often observed in nephrosis'!* and xan- 
thomatosis!* which also predisposes to ather- 
osclerosis. Since the B.M.R. decreases with 
advancing age, the increasing incidence of 
atherosclerosis with age is understandable. 
Experimental atherosclerosis in dogs is pro- 
duced only when thiouracil, a goitrogenic 
drug, is given along with a high cholesterol 
diet..* All these facts are in harmony with 
the view that atherosclerosis may result from 
a decrease in energy metabolism. 


12. Cantarow, A.; and Trumoper, M.: Clinical Biochemistry, 
4th Edition, p. 305. Philadelphia: W. B. Saunders Co., 1949. 
138. McGinley, J.; Jones, H.; and Gofman, J.: Lipoproteins 
and Xanthomatous Diseases. J. Invest. Dermat., 19:71, 1952. 

14. Steiner, A.; and Kendall, F. E.: Atherosclerosis and 
Arteriosclerosis in Dogs Following Ingestion of Cholesterol and 
Thiouracil. Arch. Path., 42:433, 1946. 

15. Anfinson, C. B.; Boyle, E.; and Brown, R. K.: The 
Role of Heparin in Lipoprotein Metabolism. Science, 115:583, 
1952 

16. Graham, D. M., et al: Blood Lipids and Human 
Atherosclerosis. II. The Influence of Heparin upon Lipo- 
protein Metabolism. Circulation, 4:666, 1951. 
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The precise mechanism by which thyroxin 
exerts its influence on energy metabolism is 
not known. It is probable that the oxidative 
machinery for the final stage of carbohydrate 
and fat utilization, as represented by the 
citric acid cycle, is slowed down in hypothy- 
roidism. Elevation of blood cholesterol and 
lipoproteins can then occur, if the caloric in- 
take is not restricted to accommodate the de- 
creased capacity of the body. 

Instead of a defect in the machinery for 
the oxidation of fatty acids, a decrease in fat 
utilization may be the result of a defect in 
the transport mechanism as suggested by re- 
cent work on the “clearing factor.” Heparin 
administered to coronary patients produces a 
shift of the plasma lipoprotein pattern toward 
normal. Heparin administered to cholesterol- 
fed rabbits prevents the development of ather- 
osclerosis.1° However, it is not yet possible 
to say whether or not a deficiency of heparin 
or heparin-like substance is an etiological fac- 
tor in atherosclerosis. 


In summary then, it is apparent that the 
immediate cause of atherosclerosis is a high 
concentration of certain cholesterol-contain- 
ing lipoproteins in the blood plasma. The 
ultimate cause of atherosclerosis is a defect 
of fat metabolism. 


While high cholesterol intake may not be 
itself a cause of atherosclerosis in man, it 
can be an aggravating factor when a metabolic 
defect is already present. In such a case, not 
only cholesterol, but also fat and total caloric 
intake must be restricted. 


TWENTY-FIVE YEARS AGO 
FROM JOURNALS OF 1928 


Oral Treatment for Diabetes.'—Synthalin was intro- 
duced to the medical profession by Frank, working in 
Minkowski’s clinic in 1926. Since then there have 
been a goodly number of reports on the use of this 
synthetic compound, decamethyl diguanidine, in the 
treatment of diabetes ..... Ringer, Bilers, Harris and 
Sandy . . . find that there is a very definite physiologic 


1. Abstracts, Progress of Medical Science, under Strayer, 
W. S.; and Musser, J. H.: Synthalin. Amer. J. Med. Sci., 
176:283, 1928. 
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result from the use of synthalin in reducing glyco- 
suria and in causing a drop in blood sugar . . . syn- 
thalin definitely affects favorably the course of ke- 
tonuria . . . They conclude that the discovery of 
synthalin is a tremendous step in the right direction 
and in certain types of cases... . is of tremendous 
value. 

Synthalin.2—The doses of synthalin necessary to pro- 
duce hypoglycemia are highly toxic and their toxic 
and even fatal actions cannot be prevented by the 
administration of sugar as in the case of insulin. The 
toxic actions which appear are always those of guani- 
dine poisoning . . . The respiratory center is first 
stimulated then paralyzed by synthalin..... Syn- 
thalin is . . . a cell poison. 

Vitamin B Contains Two Factors.'—Deficiency of 
Vitamin Bi is usually held to be the cause of beriberi 
in man, and according to Goldberger and his col- 
leagues, deficiency of Vitamin Bz is the cause of human 
pellagra. 

Vitamin B Contains Three Factors.—This paper 
deals principally with a third and hitherto unrecog- 
nized substance which has been involved in much of 
the past experimentation on Vitamin B. 


2. Stauf, H.: Zeeitschr. f. klin. Med., 107:607, 1928. Abst. 
in Therapeutics, Carey Eggleston. Amer. J. Med. Sci., 176:881, 
1928. 


$. Chick, Harriet; and Roscoe, M. M.: Effect upon Rats 
of Vitamin Bz Deficiency and a Method or the Biological Assay 
of Vitamin Bg. J. Biochem., 22:791, 1928. 

4. Williams, R. R.; and Waterman, R. E.: Tripartite Na- 
ture of Vitamin B. J. Biol. Chem., 78:311, 1928. 


Book Reviews 


Nutrition and Diet in Health and Disease. By James 
S. McLester, M.D., Professor of Medicine Emeritus, 
Medical College of Alabama; and William J. Darby, 
M.D., Ph.D., Professor of Biochemistry and Director 
of the Division of Nutrition, Vanderbilt University. 
Sixth Edition. 710 pages with 14 figures and 145 
tables. Philadelphia: W. B. Saunders Company, 
1952. Price $10.00. 


The sixth edition of this classic in the field of 
nutrition presents a biochemist as co-author with the 
senior clinician author. The combination of the théo- 
tetical and normal aspects of nutrition as discussed 
in the first division of the book, simplifies the 
rather detailed consideration of nutrition in disease 
in the second portion. 

In discussing the nutritive aspects of disease one is 
also given a synopsis of the ailment treated. The 
authors have modernized the many subjects, especially 
those concerning the vitamins, as B,,, B, and folic 
acid. The new abundance of knowledge dealing with 
the deficiency diseases, amino acids, and mineral mat- 
ter has been carefully selected for inclusion. 
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The various excellent diets are sound from the 
clinical and domestic angles. The diabetic diets are 
made easier through the addition of the dietary 
equivalent plan. The tables necessary for the nutri- 
tionists are current and precise. 

A conservative attitude toward controversial and as 
yet unproved issues, such as the possible influence of 
cholesterol on the production of arteriosclerosis, is 
to be commended. This edition of the volume should 
remain as one of the top guides in the field of 
nutrition. It is doubtful, however, that alcoholic bever- 
ages play anything like so successful a role in the 
treatment of certain diseases as the authors would 
picture. 


Handbook of Tropical Dermatology and Medical My- 
cology. Written by an international team of over 
eighty specialists from more than 20 different coun- 
tries. Edited by R.D.G.Ph. Simons, M.D., Senior 
Lecturer at the Dermatological Clinic of the Uni- 
versity of Leyden. Volume I. 845 pages with illus- 
trations. Houston, Texas: Elsevier Press, Inc., 1952. 
Price $15.00. 


The scope of the text includes subtropical derma- 
toses as well as true tropical diseases (for example: 
yaws, pinta, pyosis mansoni) and “so-called” tropical 
infections (the rickettsioses, variola, bartonellosis, pig- 
mentary disorders, the fungous ailments). An intro- 
ductory general survey portrays the history of tropical 
dermatology, tracing back for many years some of 
the dermatological manifestations and practices of to- 
day. Dr. Simons has assembled an impressive team 
of more than eighty specialists from both hemispheres 
as collaborators in writing a book covering the tropical 
dermatoses in detail. The etiology, diagnosis, prog- 
nosis, and treatment of each disease have been covered. 
More than 500 illustrations are presented. It should 
be pointed out that many of the conditions would 
benefit by modern drugs as yet not in widespread 
use in the tropics. Volume I contains the general 
survey, diseases due to protozoa and spirochetes, dis- 
eases due to bacteria and cocci, diseases of rickettsial 
and viral etiology and the miliaria group of dermatoses. 
At the expense of seeming repetitious the authors have 
included some of the conditions in several different 
chapters. This is of course necessary when covering 
a subject with such a polyglot and repetitious nomen- 
clature. A complete index to the volume facilitates 
reference. 


Volume II to be published in the near future will 
cover the diseases due to animal parasites, deep and 
superficial mycoses, and malnutrition and metabolic 
disturbances. 

Dermatologists and general tropical physicians will 
find Volume I comprehensive and able. 


Contact Dermatitis. By George L. Waldbott, M.D., 


F.A.A.A., F.A.C.A., F.1LA.A., F.A.C.P., Senior Physi- 


& 
j 
l 
> 
> 
4 
| 
7 
3 
= 


850 SOUTHERN MEDICAL JOURNAL 


cian, Harper Hospital, Chief of Division of Allergy, 
Assistant Physician, Grace Hospital, Chief of Allergy 
Clinic. Edited by Arthur C. Curtis, M.D., Chairman, 
Department of Dermatology and Syphilology, Univer- 
sity of Michigan, Ann Arbor, Michigan. 218 pages 
with illustrations. Springfield, Illinois: Charles C. 
Thomas, Publisher, 1953. Price $8.75. 


Contact dermatitis is the largest single group of 
skin diseases. A new approach presented here is of 
great help. Patients give poor histories to contacts, 
and in practice it is helpful to use the pattern of 
eruption on the body to force the patient to properly 
direct his thoughts to the correct cause of his eruption, 
as cure depends upon removal of the contactant. The 
usual work-up on an allergic basis is given, as the 
author is an allergist, but the pictures and descrip- 
tions of the patterns of dermatitis occurring time and 
again are so practical as to simplify or eliminate most 
of these procedures. The chapter on hand dermatitis 
is outstanding. Although a specialized subject, con- 
tact dermatitis is so frequent that this book is a 
welcome adjunct to every dermatologist, allergist, 
industrial physician and general practitioner. 


Living With Diabetes. By Edward Tolstoi, M.D. 87 
pages. New York: Crown Publishers, Inc., 1952. Price 
$2.00. 


In “Living With Diabetes,” Dr. Edward Tolstoi 
presents his “clinical method” of diabetic therapy 
which he has advocated the past 15 years as super- 
seding the more conservative “chemical method” still 
adhered to by authorities in the field of diabetes. 


Dr. Tolstoi writes so persuasively and so well that 
the unwary might accept his beliefs and his conclu- 
sions without recognizing the half-truths and untruths 
upon which they are founded. He beautifully sets up 
straw men to be demolished with relish and gusto. 
Science calls for the presentation of all the facts. When 
so considered the safety of the clinical method of 
diabetic care becomes a mirage dispelled by disastrous 
complications. 


Problems of Aging. Transactions of the Fourteenth 
Conference, September 7-8, 1951, St. Louis, Mo. 
Edited by Nathan W. Shock, Chief, Section on 
Gerontology, National Heart Institute, National 
Institutes of Health and the Baltimore City Hospi- 
tals, Baltimore, Maryland. 138 pages. Packanack 
Lake, New Jersey: Josiah Macy, Jr. Foundation, 
1952. Price $3.00. 


The “Problems of Aging” is another great summary 
of importance sponsored by the Josiah Macy, Jr. 
Foundation. 

The interrelationship between biology, medicine, 
sociology, psychology and economics is stressed on 
the basis of teamwork. Knowledge has to be fashioned 
in an orderly way to achieve the maximum benefit 
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for our matured nation which is populated with mil- 
lions of individuals over the age of sixty-five. It 
is the observation of the panel that not only the 
body but the very society, which creates an impact 
on the body, is undergoing radical changes. 

The tables of old age assistance are valuable in 
valuating the states’ contribution toward their need, 
The book is a monumental contribution to our great. 
est problem both in the economical and medical 
aspect of our growing aged population. This is 
recommended not only to the medical profession but 
to all of its allied professions and to the law makers 
who will profit by a better understanding of the 
problems of aging. 


Connective Tissues. Transactions of the Second Con- 
ference, May 24-25, 1951, New York City. Edited by 
Charles Ragan, Department of Medicine, College of 
Physicians and Surgeons, Columbia University, New 
York, New York. 190 pages, illustrated. Packanack 
Lake, New Jersey: Josiah Macy, Jr. Foundation Pub- 
lications, 1952. Price $3.50. 


Connective Tissues. Transactions of the Third Con- 
ference, February 14-15, 1952, New York, N. Y. Edited 
by Charles Ragan, M.D., Associate Professor of Med- 
icine, College of Physicians and Surgeons, Columbia 
University, New York, N. Y. 166 pages with illustra- 
tions. New York: Josiah Macy, Jr. Foundation Pub- 
lications, 1952. Price $3.50. 


These two volumes are complementary and should 
be purchased together. For the anatomist, pathologist 
and clinical physiologist these discussions are import- 
ant in that the latest discoveries and theories of the 
source and activity of the ground substance, the col- 
lagen, reticulum, hyperadrenal state, and so on, are 
reported by ten research workers in the field. There 
are excellent electron microphotographs in each book. 
There is proof of the origin of collagen as fibroglia 
from the ectoplasm or surface of the fibrocyte. The 
physical and biologic character of the ground sub- 
stance are discussed. The frank interplay of questions 
and answers between the contributors and the audience 
adds much to clarify problems. 


Clinical Practice in Infectious Diseases. For Students, 
Practitioners and Medical Officers. By E. H. R. Har- 
ries, M.D.Lond., F.R.C.P., Medical Superintendent, 
City Hospitals for Infectious Diseases and University 
Clinical Lecturer on Fevers, Birmingham; and M. 
Mitman, M.D.Lond., F.R.C.P., Consultant Physician 
and Medical Superintendent, River Hospitals, Joyce 
Green, Dartford. With the collaboration of Ian 
Taylor, M.D.Lond., M.R.C.P., Senior Medical Officer 
(Infectious Diseases), Public Health Department, 
London County Council. Fourth Edition. 715 pages, 
illustrated. Baltimore: The Williams and Wilkins 
Company, 1951. Price $6.50. 


Although written primarily as a guide on the clinical 
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aspects of the acute infectious diseases for the British 
student, practitioner, and medical public health officer, 
this volume (fourth edition) may well serve as a gen- 
eral source of information to all interested in this 
phase of medicine. 

It is well organized and simplified, with numerous 
charts, diagrams, and plates. A synopsis begins each 
chapter with the significant points of the subject to 
follow. The references are adequate, not consuming 
space properly allotted to improved teaching figures. 
The detail of handling infectious diseases from the 
time of notification (reporting) through their hospital 
course is carefully presented. Methods for control in 
the general population as well as the individual cases 
are given. This, along with a thorough review of 
practically all the significant infectious diseases, makes 
a publication of this sort very worthwhile. 


Massage and Remedial Exercises in Medical and Surgi- 
cal Conditions, By Noel M® Tidy, Member of 
Chartered Society of Physiotherapy; T.M.M.G. 
Ninth Edition, 519 pages with illustrations. Balti- 
more: The Williams and Wilkins Company, 1952. 
Price $6.00. 


The ninth edition has been enriched by the addi- 
tion of a discussion of the management of spastic 
paralysis, adolescent kyphosis, lesions of the supraspi- 
natus and the pre- and postoperative treatment of 
gastrectomy. The new chapter on classwork, children’s 
classes and especially the treatment of the aged and 
the chronically ill patient, is very timely. 


The book as in its previous editions contains a 
wealth of material. Its usefulness is sacrificed by 
crowding material sufficient for two books into one 
volume with small type. Even such fine detail as 
listing the books for further study in remedial ex- 
ercises is included in this volume. 

Physical therapists and physiatrists can profitably 
use this as a reference work in massage and remedial 
exercises, even though one cannot understand the 
reason for applying vibrations and effleurage in vari- 
cose veins or massage and exercise in pernicious 
anemia. 


An Atlas of the Commoner Skin Diseases. By Henry 
C. G. Semon, M.A., D.M. Oxon., F.R.C.P., London; 
Consulting Physician for Diseases of the Skin, and 
former Lecturer to Postgraduates, Royal Northern 
Hospital; Ex-president and Vice-president, Derma- 
tological Section, Royal Society of Medicine. Fourth 
Edition. 370 pages with illustrations. Baltimore: 
The Williams and Wilkins Company, 1953. Price 
$13.50. 


The Atlas has superior color plates. Their clarity 
is such that they are diagnostic. An accompanying 
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text is short and to the point, presenting the main 
diagnostic features. The arrangement is alphabetical 
by disease, facilitating quick location of desired pic- 
tures. General practitioners would be aided by an 
anatomical arrangement by parts of body, or a 
regional list. The accompanying notes on treatment 
are interesting, presenting the English practice, with 
many methods unfamiliar to American practitioners. 


The White Plague. Tuberculosis, Man and Society. 
By Rene and Jean Dubos. 277 pages. Boston: Little, 
Brown and Company, 1952. Price $4.00. 


This unusual book on tuberculosis discusses the sub- 
ject from the earliest times up to the present modern 
concepts of the disease. The story is told in a charm- 
ing fashion and it is like an absorbing historical 
novel. The authors weave personalities, events and 
economic and social conditions together into a very 
informative volume. It will be helpful to all those 
who work with this disease. 


Electrotherapy and Actinotherapy. A textbook for the 
student physiotherapist. By E. B. Clayton, M.B., 
B.Ch. (Cantab.), Consulting Physician to the Physi- 
cal Treatment Department, King’s College Hospital, 
London. Second Edition. 452 pages with illustra- 
tions. Baltimore: The Williams & Wilkins Company, 
1952. Price $4.00. 


A great deal of material could be omitted from the 
second edition especially for the American students 
since Oudin high frequency currents and long wave 
diathermies are not employed very much. Practical 
applications would be more welcomed than the dis- 
cussions on condensers, static electricity and dynamos. 

Part II is excellent on actinotherapy, especially the 
technics. Part III deals with the description of varied 
pathologic conditions and the application of physio- 
therapy. The treatments of constipation, deafness and 
incontinence of urine as described are interesting but 
not commonly used in the United States. 

The most outstanding discussion in the book is the 
clinical application of ultraviolet treatments which 
have definite indications and contraindications. 


Modern Medical Monographs. Chronic Pulmonary 
Emphysema. Physiopathology and Treatment. By 
Maurice S. Segal, M.D., Clinical Professor of Medi- 
cine, Tufts College Medical School; M. J. Dulfano, 
M.D., Resident, Department of Inhalational Thera- 
py, Boston City Hospital. 180 pages. New York: 
Grune and Stratton, Inc., 1953. 


This is one of the most timely medical books of 
the year. Every field of medical practice is being 
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confronted with more and more patients who suffer 
with chronic pulmonary emphysema, particularly in 
the aging population. No more difficult problem 
faces the physician than the proper understanding 
and handling of these cases. This excellent monograph 
discusses chronic pulmonary emphysema from the 
standpoint of physiology, pathology and treatment. 
Every phase of the disease is thoroughly discussed. 
Pulmonary function studies, oxygen therapy, inter- 
mittent positive pressure breathing, pneumoperito- 
neum, carbon dioxide intoxication and_ respiratory 
acidosis, the use of aerosols, ACTH and cortisone are 
some of the subjects treated in an informative practi- 
cal manner. 


A 40-Year Campaign Against Tuberculosis. By Louis 
I. Dublin, Ph.D., Second Vice-President and Statis- 
tician, Metropolitan Life Insurance Company. 115 
pages with illustrations. New York: Metropolitan 
Life Insurance Company, 1952. 


This little book describes the significant contribu- 
tion made by the Metropolitan Life Insurance Compa- 
ny in the control of tuberculosis in the United States. 
For over forty years and up to only a few years ago 
this great business and insurance organization gave 
cooperation and leadership in the fight against 
tuberculosis. This monograph will be of real help 
to those interested in the history of tuberculosis con- 
trol in the United States. 


A Method of Anatomy. Descriptive and Deductive. By 
J. C. Boileau Grant M.C., M.B., Ch.B., F.R.CS. 
(Edin.), Professor of Anatomy in the University of 
Toronto. Fifth Edition. 870 pages with illustrations. 
Baltimore: The Williams and Wilkins Company, 
1952. Price $7.00. 


In the fifth edition, the bones are described in 
relationship to soft parts, and function is stressed 
in preference to names. The presentations are almost 
like lectures and therefore they are very informal. 


The illustrations of the joint mechanism during 
various motions are instructive. Mechanical principles 
are stressed throughout the book. Truly, this book is 
a method of anatomy and in fact applied anatomy. 


The brachial plexus is simply elucidated. The book 
is a must in any practicing physician's library. 


Nerve Impulse. Transactions of the Third Conference 
March 3 and 4, 1952, New York. Edited by H. 
Houston Merritt, M.D., Professor of Neurology, 
College of Physicians and Surgeons, Columbia 
University, New York. 176 pages with illustrations. 
Packanack Lake, New Jersey: Josiah Macy, pe. 
Foundation Publications, 1952. Price $3.50. 


A distinguished group of neurologists, biophysicists 
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and biochemists present the biochemical similarity of 
synaptic transmission and axonal conduction with the 
mechanism of propagation of impulses. The role of 
acetylcholine with its proper place in the nerve con. 
duction is evaluated. “If the nerve degenerates and 
the muscle is stimulated directly, acetylcholine stil] 
appears in the perfusion fluid.” This is a very 
important observation especially in cases of paralysis. 

The electric similarities and differences between 
synaptic transmission and axonal conduction are dis- 
cussed in detail. The observation is enlightening that 
acetylcholine is not a transmitter but rather it is 
released in the active membrane intracellularly, thus 
changing its permeability; hence generation occurs at 
various points of the neuronal membrane. 

That synaptic junctions do not follow any well 
established patterns is one of the conclusions of the 
conference. Even though the subject is very technical, 
the approach and the dissection of its various phases 
are clear. ° 


Books Received 


Modern Concepts in Medicine. By Julius Jensen, Ph.D. (In 
Medicine), University of Minnesota, M.R.C.S. (England), 
L.R.C.P. (London), St. Louis. 636 pages with illustrations. 
St. Louis: The C. V. Mosby Company, 1953. Price $11.50. 


For Girls Only. The Doctor Discusses the Mysteries of Wom- 
anhood. By Frank Howard Richardson, M.D., certified by the 
American Board of Pediatrics; fellow of the American Academy 
of Pediatrics and The American College of Physicians, and 
member of the American Medical Association. 98 pages. At- 
lanta: Tupper and Love, Inc., 1953. Price $2.50. 


The Practice of Balanced Anesthesia. By Sylvan M. Shane, 
D.D.S., Attending Anesthesiologist, Lutheran Hospital of Mary- 
land. 196 pages with illustrations. Baltimore: Lowry and 
Volz, Publishers, 1953. Price $5.75. 


Surgery of the Pancreas. By Richard B. Cattell, M.D., Sur- 
geon. The Lahey Clinic; and Kenneth W. Warren, M.D., 
Surgeon, The Lahey Clinic. 374 pages with 100 illustrations. 
Vhiladelphia: W. B. Saunders Company, 1953. Price $10.00. 


The Diabetic Neuropathies. Edited by Willard O. Thompson, 
M.D., Clinical Professor of Medicine, University of Iilinois 
College of Medicine, Chicago, Illinois. 138 pages. Springfield, 
Illinois: Charles C. Thomas, Publisher, 1953. Price $4.75. 


Twenty-Five Years of Sex Research. History of the National 
Research Council Committee for Research in Problems of Sex 
1922-1947. By Sophie D. Aberle, Member of the National 
Science Board of the National Science Foundation; and 
George *W. Corner, Carnegie Institution of Washington. 248 
pages. Philadelphia and London: W. B. Saunders Company, 
1953. Price $4.00. 


The Surgery of Infancy and Childhood. Its Principles and 
Techniques. By Robert E. Gross, M.D., D.Sc., William E. Ladd 
Professor of Children’s Surgery, The Harvard Medical School, 
Chief of Surgical Service, The Children’s Hospital, Boston. 
1000 pages with 1488 illustrations on 567 figures. Drawings 
by Etta Piotti. Philadelphia and London: W. B. Saunders 
Company, 1953. Price $16.00. 


Man's Back. By Theodore A. Willis, M.D., F.A.C.S., Formerly 
Head, Department of Orthopedic Surgery, St. Luke's Hospital, 
Cleveland, Ohio. 161 pages with illustrations. Springfield, 
Illinois: Charles C. Thomas, Publisher, 1953. Price $9.50. 
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First. International Symposium on Yaws Control. Premier 
Symposium International Sur La Lutte Contre Le Pian. World 
Health Organization Monograph Series No. 15. 418 pages with 
illustrations. Geneva, Switzerland: World Health Organization, 
1953. Price $4.50. 


Pituitary Chromophobe Adenomas. A Clinical Study of the 
Sellar Syndrome. By John I. Nurnberger, M.D., Research 
Associate, The Institute of Living, and Assistant Clinical Pro- 
fessor of Medicine (Neurology), Yale University School of 
Medicine; and Saul R. Korey, M.D., Associate Professor of 
Neurology, The School of Medicine, Western Reserve Univer- 
sity. 282 pages. New York: Springer Publishing Company, 
Inc., 1953. Price $7.00. 


Sectional Radiography of the Chest. By Irving J. Kane, M.D., 
Consultant in Chest Diseases, United States Naval Hospital, 
St. Albans, New York. With a Foreword by Edward D. Chur- 
chill, M.D. 154 pages with illustrations. New York: Springer 
Publishing Company, Inc., 1953. Price $7.50. 


Dermatologic Formulary. From the New York Skin and Can- 
cer Unit, Service of Dermatology. (Dr. Marion B. Sulzberger, 
Director). Edited by Frances Pascher, M.D. 150 pages, Re- 
vised. New York: Paul B. Hoeber, Inc., 1953. Price $3.00. 


Shame and Guilt. A Psychoanalytic and a Cultural Study. By 
Gerhart Piers, M.D., Staff Member, The Institute for Psycho- 
analysis, Chicago, Illinois; and Milton B. Singer, Ph.D., Pro- 
fessor of the Social Sciences, The College of the University of 
Chicago, Chicago, MUlinois. 86 pages. Springfield, Illinois: 
Charles C. Thomas, Publisher, 1953. Price $3.25. 


Emetional Factors in Skin Disease. A Psychosomatic Medicine 
Monograph. By Eric Wittkower, M.D. (Berlin), L.R.C.P., 
L.R.C.S. (Edinburgh), L.R.F.P.S. (Glasgow); Assistant Profes- 
sor of Psychiatry, Allan Memorial Institute of Psychiatry, Mc- 
Gill University; and Brian Russell, M.D. (London), F.R.C.P. 
(London), D.P.H. (England); Physician, Skin Department, The 
London Hospital. 214 pages. New York: Paul B. Hoeber, Inc., 
1953. Price $4.00. 


Ballistocardiography. The Application of the Direct Ballisto- 
cardiograph to Clinical Medicine. By William Dock, B-S., 
M.D., F.A.C.P., Professor of Medicine, State University Med- 
ical Center at New York City, College of Medicine; Harry 
Mandelbaum, M.D., F.A.C.P., Lecturer, State University Medical 
Center at New York Citv. College of Medicine; and Robert 
A. Mandelbaum, B.A., M.D., Assistant in Medicine, The Jew- 
ish Hospital of Brooklyn. 293 pages, 153 illustrations. St. 
Louis: The C. V. Mosby Company, 1953. Price $9.50. 


Glaucoma. Pathology and Therapy. By Paul Weinstein, M.D., 
Associate Professor of Medical Ophthalmology, University of 
Budapest. Translated by Julius Foldes, M.D., Diplomate of 
the American Board of Pathology, Hazleton, Pa. 295 pages. 
St. Louis: The C. V. Mosby Company, 1953. Price $8.00. 


Medicine. By A. E. Clark-Kennedy, M.D., F.R.C.P., Fellow 
of Corpus Christi College, Cambridge. Volume One, The 
Patient and His Disease, Second Edition. 410 pages. Balti- 
more: The Williams and Wilkins Company, 1953. Price $6.00. 


Cybernetics. Circular Causal and Feedback Mechanisms in 
Biological and Social Systems. Transactions of the Ninth Con- 
ference, March 29-21, 1952, New York, N.Y. Edited by Heinz 
von Foerster, Department of Electrical Engineering, University 
of Illinois, Champaign, Illinois; Assistant Editors, Margaret 
Mead, American Museum of Natural History, New York; and 
Hans Lukas Teuber, Department of Psychiatry and Neurol- 
ogy, New York University College of Medicine, New York. 
184 pages. New York: Josiah Macy, Jr. Foundation, 1953. 
Price $4.00. 


Mechanisms of Urologic Disease. By David M. Davis, M.D., 
Professor of Urology Emeritus, Jefferson Medical College; Vis- 
iting Lecturer in Urology, Graduate School of Medicine, Uni- 
versity of Pennsylvania. 156 pages. —e" and London: 
W. B. Saunders Company, 1953. Price $4.5 


Essential Urology. By Fletcher H. Colby, M.D., Chief of the 
Urological Service, Massachusetts General Hospital. Second 

ition. 650 pages with illustrations. Baltimore: The Wil- 
liams and Wilkins Company, 1953. Price $8.00. 


Diseases of the Liver, Gallbladder and Bile Ducts. By S. S. 
Lichtman, M.D., F.A.C.P., Assistant Professor of Clinical 
Medicine, Cornell University Medical College, New York. 
Third Edition, Volumes I and II. Volume I, 608 pages. 
Volume II, 1314 pages, both with 220 illustrations and three 
color plates. Philadelphia: Lea & Febiger, 1953. Price $22.00. 
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ALABAMA 


Dr. William G. Thuss, Jr., Birmingham, has received a 
three-year scholarship to the Kettering Laboratory, Institute 
of Industrial Health, University of Cincinnati, Cincinnati, 
Ohio, for advanced work in industrial medicine and surgery. 

A new hearing clinic to be known as the Rotary Better- 
Hearing Clinic will soon be set up in the Jefferson-Hillman 
Hospital, Birmingham, in space furnished by the Medical 
College, which will be available for the use of both indigent 
and private patients. The Birmingham Rotary Club donated 
$30,000 to buy and maintain the equipment needed. 

A new $750,000 air-conditioned out-patient clinic building 
is being added to the Lloyd Noland Hospital, Fairfield, which 
will house clinics including pediatrics, obstetrics and gynecol- 
ogy, orthopedics, internal medicine, and emergency. The re- 
moval of these clinics from the main building will make pos- 
sible an additional 40 beds for hospital patients. Funds for 
the new building were given by the Tennessee Coal and Iron 
Division of the United States Steel Corporation, which in 1951 
presented the hospital and a cash contribution for working 
funds to the Lloyd Noland Foundation, named for the fate 
Dr. Noland, founder and first superintendent of the hospital. 


ARKANSAS 


The Arkansas Medical Society at its 77th annual meeting 
held recently installed Dr. R. C. Dickinson, Horatio, presi- 
dent; and elected Dr. W. R. Brooksher, Fort Smith, president- 
elect; Dr. John Wilson, Magnolia, first vice-president; Dr. 
Thomas Wilson, Wynne, second vice-president; Dr. John P. 
Price, Monticello, third vice-president; Dr. J. J. Montfort, 
Batesville, secretary; 2nd Dr. Daniel H. Autry, Little Rock, 
treasurer. 

Arkansas Obstetrical and Gynecological Society was formed 
in April and the following officers elected: Dr. E. T. Ellison, 
Texarkana, president; Dr. Willis H. Brown, Little Rock, 
president-elect; Dr. Robert W. Ross, Little Rock, secretary; 
and Dr. Hoyt Choate, Little Rock, and Dr. Haynes T. Jack- 
son, Hot Springs National Park, members of the Executive 
Committee. 

Arkansas Society of Pathologists has elected Dr. Anderson 
Nettleship, president; Dr. Robert Lee, secretary; and Dr. Car- 
rol Shukers, treasurer. 

The Fifty-Year Club of the Arkansas Medical Society has 
elected Dr. M. L. Norwood, Lockesburg, president; Dr. Robert 
Caldwell, Litth Rock, vice-president; and Dr. J. H. McCurry, 
Cash, secretary-treasurer. 

Dr. J. H. Hellums, Dumas, has been elected president of 
the local Lions Club. 

Dr. Hayden C. Nicholson was recently presented a silver 
tray commemorating his services in firmly establishing the 
University of Arkansas School of Medicine Medical Center 
by the faculty and administration of the school. 

Dr. Paul L. Mahoney, Little Rock, has been doing special 
work in rhinoplastic and otoplastic surgery in New York. 

Drs. Peter O. Thomas, Little Rock, and Dr. W. R. Brook- 
sher, Fort Smith, have been appointed members of the 
Arkansas State Cancer Commission. 

Dr. H. E. Murry, Texarkana, has been elected president of 
the Tulane Alumni Association in Arkansas. 

Dr. A. A. Blair, Fort Smith, has been reelected Arkansas 
Governor, American College of Physicians. 

Dr. Wayne G. Pullen has located at Fort Smith. 


DISTRICT OF COLUMBIA 


Dr. James Alexander Lyon, Washington, was awarded a 
Certificate. of Merit by the Ohio University Alumni Associa- 
tion at the annual commencement exercises of the University 
at Athens, Ohio, early in June. Dr. Lyon is an alumnus of 
the University, Class of 1904, the award being for dis- 
tinguished attainments in the fields of internal medicine and 
cardiovascular diseases. 

Medical Society of the District of Columbia, at its recent 
Executive Board meeting, nominated as the Society’s repre- 
sentatives to the Health Section of the United Community 
Services for the coming year Drs. Wallace M. Yater and 
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Josephine Renshaw, succeeding Drs. Henry C. Macatee and 
William Earl Clark. Dr. Ralph M. Caulk was named _ vice- 
chairman of the Committee on Arrangements for the 24th 
Annual Scientific Assembly. 

Washington, D. C. Chapter of the American College of 
Cardiology was organized recently and elected the following 
officers of the Washington Chapter: Dr. J. Burton Glenn, 
president; Dr. George W. Calver, vice-president; and Dr. 
Irving Brotman, secretary-treasurer. 

Diabetes Association of the District of Columbia has elected 
Dr. Lawrence J. Thomas, president; Dr. John E. Cassidy, first 
vice-president; Dr. E. Clarence Rice, second vice-president; 
and Dr. Louis K. Alpert, seretary-treasurer. 

Washington Gynecological Society has elected Dr. Samuel M. 
Dodex, president; Dr. Howard P. Parker, first vice-president; 
Dr. Stafford W. Hawken, second vice-president; Dr. Joseph B. 
Sheffery, secretary; Dr. Philip P. Steptoe, treasurer; and Dr. 
Fdmund D. Daley, historian. 

The Section on Pathology and Laboratory Medicine of the 
Medical Society of the District of Columbia has elected Dr. 
Oscar B. Hunter, Jr., chairman: Dr. Frank Konzelmann, vice- 
chairman; and Dr. Edward C. McGarry, secretary-treasurer, 
all of Washington. 


The District of Columbia Mental Health Association was 
organized in May. Drs. Addison M. Duval, Julius Schreiber 
and Leopold E. Wexberg were members of the committee on 
organization. Dr. C. Herbert Marshall, Jr., president of the 
Federation of Civic Associations, was the only physician 
clected to membership on the Board of Directors (for a 
one-year term). 

Funds have been granted to George Washington Univer- 
sity School of Medicine, Washington, for studying the effects 
on cancer of aureomycin, terramycin, and penicillin when 
they are used in conjunction with mustard drugs and x-ray 
t~catments. Lhe project is under the direction of Dr. Jeanne 
C. Bateman, clinical instructor in medicine at the School of 
Medicine and consultant in hematology at the University's 
Caucer Clinic. Lederle Laboratories Division of the American 
Cyanamid Company, Pearl River, New York, provided $12,000 
and Charles Pfizer & Company, Inc., Brooklyn, New York, 
$9,271 

Dr. Melvin A. Casberg, formerly Dean of St. Louis Univer- 
sity School of Medicine, and now an Honorary member of 
the Medical Society of the District of Columbia, has been 
appointed assistant to the Secretary of Defense (Health and 
Medical). The new office of assistant to the secretary will 
rephice the Armed Forces Medical Policy Council, of which 
Dr. Casberg has Leen chairman since April, 1952. 

Dr. Frederick W. Coe is engaged in the practice of internal 
medicine with Dr. Wiiliam Earl Clark and associates, Wash- 
ington. Dr. Coe recently returned to Washington after serv- 
ing an assignment to the West Coast by the Public Health 
Service for a two-year period, 


FLORIDA 


Florida Medical Association at its seventy-ninth annual 
meeting held in Hollywood installed Dr. Frederick K. 
Herpel, West Palm Beach, president; and elected Dr. Duncan 
Ir. Mckwan, Orlando, president-elect; Dr. Thomas H. Bates, 
Lake City, first vice-president; Dr. Russell B. Carson, Fort 
Lauderdale, second vice-president; Dr. Thomas C. Kenaston, 
Cocoa, third vice-president; and reelected Dr. Samuel M. Day, 
secretary-treasurer, and Dr. Shaler Richardson, etitor of the 
journal, both of Jacksonville. 


Dr. William C. Thomas, Sr., Gainesville, Dr. Warren W. 
Quillian, Coral Gables, and Dr. Walter C. Payne, Sr., Pens:- 
cola, were awarded the honorary degree of Doctor of Science 
at the Centennial commencement exercises of the University of 
Florida at Gainesville on June &. 


Dr. Jacques S. Gottlieb, formerly professor of psvchiatry, 
State University of Iowa College of Medicine, lowa City, and 
recently appointed chairman of the department of psychiatry, 
Uriversity of Miami School of Medicine, Coral Gables, and 
director of the Psychiatric Unit of Jackson Memorial Hospital, 
Miami, assumed his new duties July 1. 

Hollywood has been chosen as the 1955 annual meeting 
place of three national specialty societies, American Laryngo- 
logical Association, American Otological Society, and the 
American Larvagological, Rhinological and Otological Society. 

Dr. Donald F. Marion, Miami, succeeds Dr. Franz H. 
Stewart, resigned, as editor of The Bulletin of the Date Coun- 
ty Medical Association. 

Dr. Paul F. Hutchins, Jacksonville, has been named to 
the Executive Board of the Duval County Chapter of the Na- 
tional Polio Foundation. 
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Dr. Grayson C. Snyder, Blountstown, has been elected pres- 
ident of the local Rotary Club. 

Dr. Russell B. Carson, Fort Lauderdale, was _ installed 
president of the Southeastern Section of the American Uro- 
logical Association at its meeting held recently in Havana, 
Cuba. Dr. Milton M. Coplan, Miami, is the national com- 
mitteeman representing the Section to the American Urologi 
cal Association, and Dr. Perry D. Melvin, Miami, is on the 
executive committee representing Florida. 

_Florida Chapter of the American College of Chest Physi- 
cians has elected Dr. Nathaniel Levin, president; and Dr, 
DeWitt C. Daughtry, vice-president, both of Miami. 

Florida Academy of General Practice has elected Dr. 
Leonard L. Weil, Miami Beach, president. 

Dr. Hollis Garrard, Miami Beach, has been elected vice- 
president of the Florida Dermatological Society. 

Dr. Joshua C. Dickinson, Tampa, was reelected a chan- 
cellor of the American College of Radiology at its recent 
meeting held in Chicago. 


GEORGIA 


St. Joseph's Hospital. Augusta, has named Dr. W. W. 
Battey, Augusta, president of the staff; Dr. Stephen W. 
Brown, president-elect; and Dr. J. B. Bowen,  secretary- 
treasurer; and the following department heads; Dr. J. D. 
Gray, medical; Dr. Thomas W. Goodwin, surgical; Dr. J. 
William Thurmond, obstetrics and gynecology; Dr. Thomas 
FE. Bailey. pediatrics; Dr. J. Victor Roule, eye, ear, nose and 
throat; Dr. F. X. Mutherin, general practice; Dr. L. P. 
Holmes, radiology; Dr. E. V. Hastings, pathology; and Dr, 
Perry Volpitto, anesthesiology. 

Dr. Tully T. Blalock, Atlanta, has been named among the 
100 Atlantans selected as the future leaders of the city, being 
chosen frem a field of 1,100 candidates nominated for this 
honor. 

Dr. William R. Chambers, Atlanta, is associated with the 
Neuroclinic in the practice of neurological surgery. 

Dr. John W. Good, Cedartown, was honored recently in a 
biographical writeup that appeared in the Atlanta Journal 
and Constitution. 

Dr. J. Willis Hurst, Atlanta, was honored recently when 
listed among the 100 young men selected from a field of 
over 1,000 for “Leaders of Tomorrow,” the selections spon 
sored by Time magazine and the Atlanta Chamber of Com- 
merce. 

Dr. Stewart M. Long, Atlanta, has reopened his offices for 
the practice of surgery. 

Five Grady County older doctors were honored recently 
when accorded recognition at a lunchcon program given by 
Cairo Kiwanians: Dr. Council H. Maxwell, Calvary; Dr. 
M. W. Dykes, Whigham; Dr. T. J. Arline, Dr. W. A. Walker 
and Dr. J. B. Warnell, all of Cairo. 

Dr. Harry Evan Rollings, has reentered the practice of in- 
ternal medicine in Savannah, after a tour of duty overseas 
with the Air Force. 

Dr. W. A. Risteen, who has been on duty with the U. S. 
Navy for the past two years, has resumed his work as a 
member of the faculty of the Medical College of Georgia, 
Augusta. 

Dr. V. P. Sydenstricker, Augusta, was given an award, 2 
silver cup, recently by the staff of The Cadaver, Medical 
College of Georgia school newspaper, the citation being for 
excellence in teaching at the College. 

Dr. Edmund Virusky, former chief of surgery, Leaphart 
Hospital, Jesup. has opened an office in Baxley. 

Diabetes Association of Atlanta held its first scientific meet- 
ing recently and elected Dr. C. McLoughlin, president; Dr. 
H. Hamff, vice-president; and Dr. Eugenia Jones, secretary. 

Dr. Paul B. Beeson, Atlanta, was elected vice-president of 
the American Society for Clinical Investigation at the annual 
meeting held recently in Atlantic City. 


KENTUCKY 


Dr. Guthrie Y. Graves, Bowling Green, one of the elected 
vice-presidents of the Kentucky State Medical Association, has 
been named president by the council of the association to fill 
the unexpired term of Dr. R. Haynes Barr, who died May 5. 
Dr. Graves will preside over the state meeting to be held in 
Louisville in September. 


Continued on page 836 
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MESSAGE FROM THE GENERAL CHAIRMAN 


— 


The Southern Medical Association Comes to Atlanta! 


Dr. Marion C. Pruitt 


To the Members of the Southern Medical 
Association: 
The second largest general medical associa. 


tion in the United States in Atlanta on Oc- 
tober 26, 27, 28, 29, 1953. 

As Chairman of the General Arrangement 
Committee, together with Dr. W. A. Selman, 
Vice-Chairman, and the members of various 
local Committees from the host city, we extend 
to every member of the Southern Medical As- 
sociation a cordial invitation. 

We would like to make this the most out- 
standing meeting the Association has ever had. 
To do this, we are asking for the support and 
enthusiasm of every member of the Associ- 
ation. 


The Atlanta City Auditorium has been se- 
cured for this meeting. There under one roof 
will be housed all Section Meetings, General 
Session, Scientific and Technical Exhibits and 
Registration. The Auditorium is centrally lo- 
cated, and within easy reach of the downtown 
hotels. This will save time and permit the 
use of biped transportation. 


Dr. W. A. Selman 


A number of medical schools will have get- 
together meetings of their Alumni, and some 
are arranging for luncheons or dinners. 


The Woman's Auxiliary has arranged an 
attractive schedule for their meetings and we 
feel sure, at their odd times, will enjoy the 
advantages of Atlanta’s shopping district. 

Golfers, good and bad, should bring their 
clubs. The good ones will try to add their 
names to the Silver Trophies, and the bad 
ones can find company at their own level. 


Many points of beauty and historic interest 
can be found here. Stone Mountain, the larg- 
est single mass of granite in the world, is 
within easy range. The Cyclorama at Grant 
Park depicts on canvas the Battle of Atlanta 
and is one of the largest paintings in the 
world. 

Remember that for October 26, all roads 
lead to Atlanta. 


Marion C. Prurrr, M.D., Chairman 
General Arrangements Committee 


Atlanta, Georgia, July 15, 1953 
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Continued from page 834 
Kentucky Academy of General Practice has installed Dr. 
Keith P. Smith, Corbin, president; and elected Jr. Garnett J. 
Sweeney, Liberty, president-elect; Dr. B. Ralph Wilson, 
Sharpsburg, vice-president; and Dr. D. G. Miller, Jr., Mor- 
gantown, secretary-treasurcr. 


Kentucky Society for the Advancement of Pediatrics has 
elected Dr. Lee Palmer, Louisville, president; Dr. John E. 
Bickel, Owensboro, vice-president; and Dr. Cathryn C. Han- 
delman, Louisville, secretary, reelected. 

Kentucky Obstetrical and Gynecological Society has elected 
Dr. O. Leon Higdon, Paducah, president; Dr. J. B. Marshall, 
Louisville, vice-president; Dr. George M. McClure, Danville, 
secretary-treasurer; and Dr. Joseph H. Liebman, Frankfort, 
new executive committeeman. 

New faculty members of the University of Louisville School 
of Medicine are: Dr. Robert E. Bruner, lecturer with rank 
of associate professor of neurology, Department of Medicine, 
Drs. Irving O. Dean, Lewis L. Levy and Richard P. Schmidt, 
assistant professors of neurology, Department of Medicine; 
and Dr. James C. Moore, assistant professor of physiology. 

Dr. Billy K. Keller, professor of psychiatry and associate 
in community health of the University of Louisville School 
of Medicine has been honored by the award of an _ inscribed 
plaque from the Kentucky Association for Mental Health for 
exceptional contributions in the field of mental health. 

Drs. A. M. Isaacs, Harold F. Berg and William Christopher- 
sen, Louisville, won a $150 cash award for a paper presented 
at the Southeastern Section meeting of the American Urolog- 
ical Association held in Havana. The award is made annually 
for “the outstanding piece of original research.” 

Dr. J. Duffy Hancock, Louisville, was presented recently 
the Gold Medal Award of the American Cancer Society for 
his years of distinguished service on behalf of Cancer Con- 
trol. 

Dr. Jack Chumley, Louisville practitioner of internal medi- 
cine, on May ! assumed duties as associate editor in charge 
of scientific content of the Journal of the Kentucky State 
Medical Association. 

Dr. E. V. Seay, Salvisa, was recently recognized by the 
Harrodsburg Herald for his sixty years of service in the 
practice of medicine to the people of his community. 

Dr. Rudy J. Ellis is associated with Dr. Harry Goldberg, 
Louisville, in the practice of orthopedic surgery and fractures. 

Dr. M. W. Blankenship has opened offices in Calvert City 
for the general practice of medicine. 

Dr. Lad R. Mezera, formerly director of maternal and 
child health for the Arizona State Department of Public 
Health, resigned to accept a similar position with the Ken- 
tucky State Health Department at Louisville. 


LOUISIANA 


Dr. J. Kelly Stone, New Orleans, has been appointed a 
member of the Council of the Southern Medical Association 
from Louisiana for a regular Council term of five years, be- 
ginning at the close of the annual meeting in Atlanta, 
Georgia, in late October, the appointment having been an- 
nounced recently by the president-elect, Dr. Alphonse Mc- 
Mahon, St. Louis, Missouri. Dr. Stone succeeds Dr. Edwin H. 
Lawson, New Orleans, whose term will expire with the close 
of the Atlanta meeting and, who having served the constitu- 
tional limit, is not eligible for reappointment. 

Louisiana State Medical Society at its seventy-third annual 
meeting installed Dr. Philip H. Jones, Jr., New Orleans, pres- 
ident; and elected Dr. Walter Moss, Lake Charles, president- 
elect; Dr. C. J. Brown, New Orleans, first vice-president; Dr. 
Kernan Irwin, Baton Rouge, second vice-president; Dr. Max 
M. Hattaway, New Orleans, third vice-president; and Dr. 
C. Grenes Cole, New Orleans, continues his term as secretary 
and treasurer. 


Dr. Leon J. Menville, New Orleans, emeritus professor of 
radiology, Tulane University School of Medicine, was recently 
honored by the Radiological Society of North America when 
made an honorary member of the society and received a 
diploma with the following citation: “Dr. Leon J. Menville 
of New Orleans, Louisiana, is a past president of The Radio- 
logical Society of North America and former editor of Ra- 
diology. His service to radiology as a teacher and a leader 
in medicine has been of such high order that your Board 
felt in conferring Honorary Membership on Dr. Menville, we 
were not only honoring him but we were sincerely testifying 
to the achievements of a great physician.” 

Dr. Alan M. Goldman, New Orleans, was recently elected 
president-elect of the Louisiana Heart Association. 
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Louisiana Trudeau Society has elected Dr. Sydney Jacobs 
president; and Dr. Arthur Calix, secretary-treasurer, both of 
New Orleans. 

Louisiana Chapter, American College of Surgeons has 
elected Dr. Ambrose Storck, New Orleans, president; Dr 
Humphrey Hardy, Alexandria, vice-president; and Dr. Robert 
Sharp, New Orleans, secretary-treasurer. 

The following faculty members at Tulane University Schoo! 
of Medicine, New Orleans, were promoted effective July 1, 
Io associate professor: Dr. Guillermo Carrera, tropical medi- 
cine and pathology; Dr. Henry E. King, psychiatry and psy- 
chology; Dr. Edgar H. Little, clinical radiology; and Dr. 
John H. Dent, pathology; Dr. Norman C. Hunt, medicine: 
Dr. Rodney C. Jung, tropical medicine; Dr. Kenneth H. 
Beach, clinical psychiatry; Dr. George D. Berkett, orthopedics; 
Dr. Joseph K. Bradford, clinical medicine; Dr. Edward T. 
Krementz, surgery; Dr. John R. Mitchell, pediatrics; Dr. Carl 
Nadler, Jr., clinical medicine; Dr. John R. Powers, clinical 
medicine; Dr. Sam A. Threefoot, medicine; and Dr. David W. 
Van Gelder, clinical pediatrics. 

Dr. Charles A. Jones of the Veterans Administration Hos- 
pital, New Orleans, and Dr. Clyde Swartzwelder, New Or- 
leans, have been awarded a grant for the study of strongy- 
loidiasis. The grant is for approximately $6,000 a year and 
is expected to continue over a three-year period. 

Dr. George E. Burch, professor and chairman of the de- 
partment of medicine, Tulane University School of Medicine, 
New Orleans, is one of three medical scientists in the United 
States who participated in an international symposium on 
a circulation held in May by the Ciba Foundation at 
ondon. 


_Dr. Ruth Shushan, New Orleans, was recently elected third 
vice-president of the Young Women’s Christian Association. 


MARYLAND 


Dr. Bertram Groesbeck, Jr., Rear Admiral, Medical Corps, 
U. S. Navy, Commanding Officer of the National Naval Med- 
ical Center, Bethesda, was installed president of the Aero 
Medical Association at its annual meeting held recently in 
Los Angeles. 

Dr. Wolcott L. Etienne, College Park, will represent the 
Prince Georges County Medical Society on the new board 
of Prince Georges General Hospital. 

Commission on Chronic Illness, founded jointly by the 
American Medical Association, the American Hospital Asso- 
ciation, the American Public Health Association and the 
American Public Welfare Association, a national non- 
profit independent agency established in 1949 to study 
problems of long-term illness, will inaugurate a  door- 
to-door survey of a selected sample of homes in Balti- 
more. The study, under the supervision of Dr. Dean Roberts, 
Director of the Commission and former deputy director of the 
Maryland State Health Department, is to determine the ex- 
tent of chronic illness in an urban area and the needs 
of various kinds of long-term patients for care, rehabilitation 
and other services. Headquarters offices previously situated 
with the American Medical Association in Chicago are now 
located at the Johns Hopkins School of Hygiene and Public 
Health, Baltimore. 


MISSISSIPPI 


Mississippi State Medical Association at its recent annual 
meeting installed Dr. M. Q. Ewing, Amory, president; and 
elected .Dr. Cummings H. McCall, Gulfport, president-elect; 
Dr. William T. Wilkins, Clarksdale, Dr. J. Harvey Johnston, 
Jr., Jackson, and Dr. R. H. Clark, Hattiesburg, vice-presi- 
dents; Dr. D. S. Pankratz, University, historian; and Dr. 
L. T. Carl, Jackson, associate editor. 

The Fifty-Year Club, State Medical Association, were guests 
of Drs. J. K. Avent, Grenada, and V. B. Philpot, Holly 
Springs, at a luncheon at the Buena Vista Hotel, Biloxi, 
in May. The following officers of the Club will continue: 
Dr. W. H.. Frizell, Brookhaven, president; Dr. W. L. 
Little, Wesson, vice-president: Dr. Felix J. Underwood, Jack- 
son, secretary; and Dr. W. H. Anderson, Booneville, sponsor. 

Dr. J. A. Clark, Sr., Ruleville, received his fifty-year cer- 
tificate and pin at the Rotary Club luncheon on April 39. 


Continued on page 36 
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2 to relieve 
symptoms 


Pyribenzarime 


hydrochloride 
(tripelennamine hydrochloride Ciba) 


Once atop Pike’s Peak, your hay fever patient can enjoy freedom from pollens. 
But for patients who must remain in a high-pollen environment, you can insti- 
tute this effective therapy: one or two Pyribenzamine tablets, 3 or 4 times daily. 


Alone and as an adjunct to desensitization, Pyribenzamine has proved effective 
in relieving hay fever symptoms, as evidenced by thousands of published case 
reports. On the basis of this evidence, no other antihistamine combines greater 
clinical benefit with greater freedom from side effects. 


For your prescription needs, Pyribenzamine 50 mg. tablets are available in 
bottles of 100 and 1000 at all pharmacies. 


CGiba Ciba Pharmaceutical Products, Inc., Summit, N. J. 
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DESITIN 


care of the infant’s skin MWe} T M E NT 


the most widely used 


ethical specialty for 


Decisive studies!2 
substantiate over 25 
= years of daily clinical 
use regarding the ability of Desitin 
Ointment to...... protect, soothe, 
dry and accelerate healing in... 


e diaper rash e exanthema 
e non-specific dermatoses 

e intertrigo prickly heat 
e chafing irritation 


(due to urine, excrement, chemicals or friction) 


Desitin Ointment is a non-irritant blend of high 
grade, crude Norwegian cod liver oil (with its 
unsaturated fatty acids and high potency vita- 
mins A and D in proper ratio for maximum effi- 
cacy), zinc oxide, talcum, petrolatum, and lanolin. 
Does not liquefy at body temperature and is not 
decomposed or washed away by secretions, exu- 
date, urine or excrements. Dressings easily 
applied and painlessly removed. 


Tubes of 1 0z., 2 0z., 4 oz., and 1 Ib. jars 
write for samples and literature 


DESITIN cuemicat company 


70 Ship Street © Providence 2,R.1. 


1. Heimer, C. B., Gams. H. G. and Kramer, B.: Archives of 
Pediat. 68:382, 195 

2. Behrman, H. T., il F. C., Bobroff, A. and Leviticus, 
R.: Ind, Med. & Surg. 18:512, 1949, 


| Vo 
DESITIN the pioneer external 
ES diver oil therapy 
Mwy 
| 


SOUTHERN MEDICAL JOURNAL 


Xylocaine® Hydrochloride (Astra) 
- merits special consideration by the busy 
_ anesthesiologist and surgeon. Profo 
in depth and extensive in spread, its — 
well-tolerated effect is more si ifieantly — 
measured by the time saved t oe its | 
remarkably fast action, - by which so 
much wasted “waiting time” 


oductive “worki 


XYLOCAINE® HCL 


Pronounced Xi lo’cain 


(Brand of lidocaine hydrochloride* 
AN AQUEOUS SOLUTION 

4th dimensional approach 

to preferred local anesthesia 


ASTRA PHARMACEUTICAL PRODUCTS, INC. MASS. 


“U.S. Patent No. 2,441,498 


Vol. 46 No. 8 ee 35 q 
& 
Stocked by leading wholesale 
druggists and surgical suppl. 
houges as a 4%, 1% or 
solution without Epinephrine 
: with Epinephrine 1:100,- j 
2% solution is also sup- 
plied with Epinephrine a 
All solutions dis- 
pensed in SOce. and 20cc. : 
multiple dose vials, packed 
SxSOce. or Sx20ce.to acarton, 
bid 
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MISSOURI 


Dr. Alphonse McMahon, St. Louis, who served in the Med- 
ical Corps of the United States Navy in World War II, 
leaving the active service as a Commodore, Naval Reserve 
Corps, recently was promoted to Rear Admiral, Naval Reserve 
Corps. Dr. McMahon was commended for meritorious per- 
formance of duty with outstanding ability while serving in 
World War II. In recognition of the honor, Dr. McMahon 
was given a reception at St. John’s Hospital on July 8. He 
is Chief of Staff of St. John’s Hospital. Dr. McMahon is 
president-elect of the Southern Medical Association. 


_American Medical Association will hold its clinical ses 
sion in St. Louis, December 1-4, and future meetings are 
scheduled as follows: 1954, annual session in San Francisco, 
and the clinical session in Miami, Florida; and 1955, annual 
session in Atlantic City, and the clinical session in Boston. 


; Missouri State Medical Association at its 95th annual meeting 
installed Dr. E. Claude Bohrer, West Plains, president; and 
elected Dr. H. E. Peterson, St. Joseph, president-elect; Dr. 
E. Royse Bohrer, Jefferson City, secretary; and Dr. Carl F. 
Vohs, St. Louis, treasurer. 

Kansas City Southwest Clinical Society will hold its 31st An- 

nual Fall Clinical Conference in Kansas City, Muncipal Audito- 
rium, September 28-October |. 
_ Missouri Heart Association has installed Dr. J. Will Flem- 
ing, Moberly, president; and elected Dr. Julius Jensen, St. 
Louis, president-elect; Dr. Earl L. Loyd, Jefferson City, vice- 
president; Dr. Walter Baumgarten, St. Louis, secretary; and 
Harry L. Wuerth, Kansas City, treasurer. 


Dr. Paul J. Zentay, St. Louis, has been reelected president 
of the Missouri Social Hygiene Association. 

Radiological Society of North America at its 38th annual 
meeting held recently elected Dr. Ira H. Lockwood, presi- 
dent, and Dr. C. Edgar Virden, director, both of Kansas City. 


Dr. J. M. Perry, Princeton, was honored recently by the 
Princeton Chamber of Commerce on the completion of fifty 
years of practice. 


Dr. George M. Ragsdale, Paris, was presented a framed 
scroll bearing the inscription, ‘with the love and affection 
of the people whom he has served,” when the Progressive 
Club honored him at a jubilee for his many years of un- 
selfish service to the people of Monroe County. 
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Dr. Harold L. Gainey, Kansas City, has been elected secre. 
tary-treasurer of the Central Association of Obstetricians and 
Gynecologists. 


Dr. Ira H. Lockwood, Kansas City, was elected chairman of 
the Board of Chancellors of the American College of Radiol- 
ogy at its meeting held recently in Chicago; and Dr. Axel N. 
Arneson, St. Louis, was elected a member of the Board. 

Dr. Carl V. Moore, St. Louis, was elected president of the 
American Society for Clinical Investigation at its recent an- 
nual meeting held in Atlantic City. 


NORTH CAROLINA 


Medical Society of the State of North Carolina at its 99th 
annual meeting elected Dr. Zack D. Owens, Elizabeth City, 
president-elect, and Dr. Charles Foster, Sanford, first vice- 
president. 

Dr. Frank L. Engel, associate professor of medicine, Duke 
University School of Medicine, Durham, is one of thirteen 
physicians in the United States, elected to the Association of 
American Physicians, which has a limited membership of 200. 

A $2,150 March of Dimes grant will enable Duke Univer- 
sity School of Medicine, Durham, to continue assisting Lin- 
coln Hospital, Durham, in caring for polio patients and in 
training phvsical therapists. The grant will be under the 
joint direction of Dr. Lenox D. Baker, medical director, and 
Miss Helen Kaiser, physical therapy director of the Physical 
Therapy Division at Duke. 


OKLAHOMA 


Oklahoma State Medical Association at its recent annual 
meeting installed Dr. John E. McDonald, Tulsa, president; 
and elected Dr. Bruce Hinson, Enid, president-elect. The 
1954 annual meeting will be held in Oklahoma City, May 
9-12. 

Dr. Paul N. Rolle, who has been practicing in Seiling and 
Fort Supply for the last five years, has returned to Poteau 
to practice. 

Dr. Melvin Hicks, recently released from service, is prac- 
ticing in Ada, and he is also Pontotoc County Health Officer. 

Dr. J. Paul Jones, Dill City, was honored on the occasion 
of his 87th birthday with a special celebration and gifts. 


Continued on page 38 


SURGERY and ALLIED SUBJECTS 


A combined surgical course comprising general surgery, 
traumatic surgery, abdominal surgery, gastroenterology, 
proctology, gynecological surgery, urological surgery. 
Attendance at lectures, witnessing operations, examina- 
tion of patients preoperatively and postoperatively and 
follow-up in the wards postoperatively. Pathology, 
radiology, physical medicine, anesthesia. Cadaver dem- 
onstrations in surgical anatomy, thoracic surgery, proc- 
tology, orthopedics. Operative surgery and operative 
gynecology on the cadaver; attendance at departmental 
and general conferences. 


UROLOGY 


A combined full-time course covering an academic year 
(8 months). It comprises instruction in pharmacology ; 
physiology; embryology; biochemistry; bacteriology 
and pathology; practical work in surgical anatomy and 
urological operative procedures on the cadaver; regional 
and general anesthesia (cadaver); office gynecology ; 
proctological diagnosis; the use of the ophthalmoscope ; 
physical diagnosis; roentgenological interpretation ; elec- 
trocardiographic interpretation; dermatology and syphi- 
lology ; neurology; physical medicine; continuous in- 
struction in cystoendoscopic diagnosis and operative in- 
strumental manipulation; operative surgical clinics; 
demonstrations in the operative instrumental manage- 
ment of bladder tumors and other vesical lesions as 
well as endoscopic prostatic resection; attendance at 
departmental and general conferences. 


THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 
(Organized 1881) 
(The Pioneer Post-Graduate Medical Institution in America) 


For Information about these and other courses Address 


THE DEAN, 345 WEST 50th STREET, NEW YORK 19, N. Y. 


EYE, EAR, NOSE and THROAT 


A combined full-time course covering an academic year 
(9 months). It consists of attendance at clinics, wit- 
nessing operations, lectures, demonstrations of cases and 
cadaver demonstrations; operative eye, ear, nose and 
throat on the cadaver; head and neck dissection 
(cadaver); clinical and cadaver demonstrations in 
bronchoscopy, laryngeal surgery and surgery for facial 
palsy; refraction; radiology; pathology; bacteriology ; 
embryology; physiology, neuro-anatomy ; anesthesia ; 
physical medicine; allergy; examination of patients pre- 
operatively and follow-up postoperatively in the wards 
and clihics.. Also refresher courses (3 months). 


RADIOLOGY 


A comprehensive review of the physics and higher 
mathematics involved, film interpretation, all stan ard 
general roentgen diagnostic procedures, methods of 
application and doses of radiation therapy, both x-ray 
and radium, standard and special fluoroscopic pro- 
cedures. A review of dermatological lesions and tumors 
susceptible to rcentgen therapy is given, together with 
methods and dosage calculation of treatments. Special 
attention is given to the newer diagnostic methods asso- 
ciated with the employment of contrast media such as 
bronchography with  Lipiodol, uterosalpingography, 
visualization of cardiac chambers, perirenal insufflation 
and myelography. Discussions covering roentgen de- 
partmental management are also included; attendance 
at departmental and general conferences. 
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This is one of a series of paintings for Lederle by Paul Peck, illustrating the anatomy of various organs C Lederte) 3 


and tissues of the body which are frequently attacked by infection, where aureomycin may prove useful. 


By providing broad-spectrum 


antibiotic action in all tissues 


and body fluids, 


Aureomycin 


HYDROCHLORIDE CRYSTALLINE 


makes possible the rapid control of 


Sastrointestinal and peritoneal infections 


for the prevention of infectious 
complications following abdominal surgery, 


it Is unsurpassed, 


C Literature available on reguest- 


* * * 


LEDERLE LABORATORIES DIVISION 
amerscan Cyanamid comrany 


30 ROCKEFELLER PLAZA, NEW YORK 20, N. Y. 
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particularly | 
beneficial =| 
in the treatment 


of ? 
hay 


Because CHLOR-TRIMETON® maleate, 


chlorprophenpyridamine maleate, has the 
greatest potency milligram for milligram 
of any available antihistamine, and 
because “Chlor-Trimeton has a relatively low 


incidence of side reactions,” it is a drug 


eS of choice for hay fever patients. 


CHLOR -TRIMETON 


maleate 


ee : 1. Silbert, N. E.: New England 
J. Med, 242:931, 1950. 


2. Eisenstadt, W. S.: Journal . 
Seloring CORPORATION 


BLOOMFIELD, NEW JERSEY 
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Continued from page 36 


3 ; Dr. E. Rankin Denny, formerly of Tulsa, has opened of. 
fices in Nowata. 


Dr. A. M. Evans, Perry, is constructing a new five-room 
office building. 


Dr. L. E. Gee, Broken Bow, was honored recently by the 
Lions Club for his 52 years of community service. 


SOUTH CAROLINA 


South Carolina Medical Association at its recent annual 
meeting installed Dr. C. R. F. Baker, Sumter, president; and 
elected Dr. Thomas R. Gaines, Anderson, president-elect; 
Dr. George D. Johnson, Spartanburg, vice-president; Dr. 
Robert Wilson, Jr., Charleston, secretary; and Dr. J. Howard 
Stokes, Florence, treasurer. 


Dr. Joseph I. Waring, Charleston, has been elected assistant 
editor of the Journal of the South Carolina Medical Associa- 
tion, and at a specified time in the near future, to be de- 
termined by the Council, he will become editor. Dr. J. 1. 
Waring, Charleston, who has been editor for twelve years, re- 
quested this action. The business management of the Journal 
will be transferred to the offices of the executive secretary. 

South Carolina Surgical Society has elected Dr. George Mc- 
Cutchen, Columbia, president; Dr. David A. Wilson, Green- 
ville, vice-president; and Dr. William C. Cantey, Columbia, 
secretary. 

Funds have been allocated to complete the York County 
Hospital's 193 bed enlargement program. This has _ been 
made possible by a gift of $10,000 which will match a sim- 
ilar amount of federal aid. 

Dr. H. A. Gross has resumed practice in Barnwell. 


Dr. Louis Hayman, formerly of Mullins, is associated with 
Dr. Myers Hicks in the practice of internal medicine. 


Dr. Malcolm B. Hunter, Jr., is associated with Dr. W. R. 


DOAK PHARMACAL co INC. Mead, Florence, in the practice of internal medicine. 
Dr. Samuel H. 


Fisher has opened offices in Greenville, 


specializing in radiology. 
a W West 42nd Street Ladecae Dr. R. L. Richardson, Simpsonville, was recently presented 
YORK 36, a 50-year pin by the South Carolina Medical Association. 
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In Spastic Colitis 


NUBILIC 


In gastrointestinal dysfunctions such as spastic 
colitis, which is often associated with biliary 
stasis, the hydrocholeretic—antispasmodic— 
sedative action of NUBILIC is of benefit. The 
pure dehydrocholic acid tends to-soften the 
stool without presenting an immediate possi- 


bility of a diarrhea. 


Each NUBILIC tablet contains: Dehydrocholic acid. . 
0.25 Gm. (334 gr.) Phenobarbital. 8 mg. ('/g gr-) 
Belladonna. 8 mg. (!/g gr.) 


Average Dose: | to 2 tablets three times daily, after 
meals. 


Supplied: Bottles of 25, 50 and 100. 
NUMOTIZINE, Inc. 900 .N. Franklin St. Chicago, Ill., U.S.A. 
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Ss ynthroid 


Tablets 


Synthroid 


Sodium L-Thyroxine 


of 
is 
yom US? 


CAUTION 


Synthroid Tablets are made 
from pure sodium L-thyroxine, a 
drug of definite chemical compo- 
sition and exact physical charac- 
teristics. Prepared synthetically, 
sodium L-thyroxine is free from 
impurities and inactive material, 
and does not require biological 
standardization. All batches are 
identical, and the active principle 
of the tablets is measured accu- 
rately by weight. SYNTHROID 
TABLETS are tasteless, odorless. 
Offered in bottles of 100 in three 
strengths, 0.05, 0.1, and 0.2 mg., 
SYNTHROID TABLETS are scored 
to permit adjustment of dosage 
in increments as small as 0.025 mg. 


*trademark 


TRAVENOL LABORATORIES, INC. 


Subsidiary of Baxter Laboratories, Inc. 
Morton Grove, Illinois 
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for the relief 
of tension 

and associated 
pain and spasm of 
smooth muscle 
Trasentine—-Phenobarbital 


can bring about effective relief 
through threefold action: 


Trasentine relieves pain 
by exerting a local anesthetic 
effect on the gastrointestinal 


. mucosa. It also produces 
1. Sedation spasmolysis through a 
papaverine-like effect on smootir 


muscle and an atropine-like 
effect on the parasympathetic 
nerve endings. 


The 20 mg. of phenobarbital 
in each tablet provides 

a sedative effect which helps- 
relieve tension without the 
deeper hypnotic effect of 
more potent barbiturates. 


3. Spasmolysis 


Each tablet contains 50 mg. 
Trasentine hydrochloride 
(adiphenine hydrochloride Ciba) 
and 20 mg. phenobarbital. 
Bottles of 100 and 500. 


Ciba Pharmaceutical Products, Ine. 
219016 Giba Summit, New Jersey 
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summer 


the diarrhea season! 


For over 30 summers, Dryco has been a food of choice in 
cases of upset stomach, fermentative diarrhea and impaired 
infant digestion — conditions that add-to the burden of the 
already summer-wilted physician. 


contains no added carbohydrate 2 


DIARRHEA. In simple or nonspecific diarrheas, Dryco without 
added carbohydrate is indicated. Symptomatic relief is usually 
achieved with a Dryco formula diluted 1 tablespoonful Dryco 
with 3 ounces of water. 


low in fat high in protein 
VOMITING. “Feedings containing a large proportion of fat leave 
the stomach slowly, so that complete emptying of the stomach 
may not occur before the next feeding is given. Such conditions 
predispose to vomiting.” * Dryco with its low fat, high protein 
and moderate carbohydrate is usually effective in relieving this 
vomiting. 
Additional data and samples will be mailed on request. 
*Jeans, P. C., and Marriott, W. McKim: Infant Nutrition, 
ed. 4, St. Louis, C. V. Mosby Co., 1947. 


Each tablespoonful supplies 31¥% calories. 


D ryc Oo. Enriched with vitamins A and D. 


Available at pharmacies in 1 and 2¥2 1b. cans. 


@) for the summer infant formula 


Prescription Products Division, The Borden Company, 350 Madison Avenue, New York 17 
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A FRANK 
STATEMENT... 
ABOUT VITA-FOOD 


The benefits of brewers’ yeast are not subject 
to dispute. Its use both in human and animal 
nutrition is a matter of record. It is generally 
recognized as the richest natural source of the 


entire vitamin B complex, of nutritionally 
complete protein and naturally occurring 
minerals. 


But before you prescribe, bear in mind that 
all yeasts are not brewers’ yeast, nor do all brew- 
ers’ yeasts measure up to the higher quality and 
balanced potency of VITA-FOOD. It differs not 
only in its superior culture media but also in the 
skill and know how involved in its production. 


The essential value of VITA-FOOD has been 
proved for more than a quarter of a century of 
continuous use by physicians, hospitals, health 
departments and research laboratories. Its use 
for protection and relief of pellagra is only one 
of its greater achievements. 


COMPARE THIS VITAMIN B ASSAY 


Per Ounce (Two heaping tablespoonfuls) 


Thiamin 4.2 mg. 
Pantothenic Acid 3.4 mg. 
Para-Amino-Benzoic Acid 280 mcg. 


Plus independent vitamin B growth, lactation and other 
vitamin B factors natural to genuine Brewers’ Yeast. 


VITAMIN FOOD CO., INC. 
187 SYLVAN AVE. 


NEWARK 4, NEW JERSEY 
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Dr. Robert L. Sanders, associate professor of surgery, Uni- 
versity of Tennessee College of Medicine, and chief surgeon 
at the Sanders Clinic, Memphis, which he founded, was the 
guest speaker for the June 2nd meeting of the Greenville 
County Medical Society. Dr. Sanders is a native South Caro- 
linian was born and reared in Anderson. 

Dr. Augusta Willis, Charleston, has been elected president 
of the local Business and Professional Women’s Club. § 
has also been named vice-president of the South Carolina 
Radiological Society. 

Dr. Robert F. Hagerty, Charleston, recently joined the staff 
of the Medical College of South Carolina as a plastic sur- 
geon, with appointments as instructor in surgery (plastic 
surgery) and assistant director of the Cancer Clinic. 


TENNESSEE 


Tennessee Valley Medical Assembly, sponsored by the 
Chattanooga-Hamilton County Medical Society, will meet in 
Chattanooga, Read House, September 28 and 29. For further 
information, write Tennessee Valley Medical Assembly, 612 
Medical Arts Building, Chattanooga. 

Tennessee State Medical Association at its recent annual 
meeting installed Dr. A. M. Patterson, Chattanooga, president; 
and elected Dr. John R. Thompson, Jr., Jackson, president. 
elect; Drs. S. J. Sullivan, Cleveland, Henry T. Kirby-Smith, 
Sewznee, and Malcolm Aste, Memphis, vice-presidents; and 
Dr. R. H. Kampmeier, Nashville, secretary-editor, reelected. 

Tennessee Heart Association, a newly formed organization, 
has elected Dr. Byrd, Sr., Nashville, president; Dr. 
P. H. Livingston, Chattanooga, vice-president; John W. Ap- 
person, Memphis, secretary; and Laurie F. Pratt, Knoxville, 
treasurer. 

Tennessee Diabetes Association has elected Dr. Daniel 
Thomas, Knoxville, president; Dr. Robert Ackerman, Mem- 
phis, vice-president; and Dr. Jean Hawkes, Memphis, secre- 
tary-treasurer. 

Middle Tennessee Medical Association at its 117th semi- 
annual meeting installed Dr. Taylor Farrar, Shelbyville, presi- 
dent; and elected Dr. Ogle Jones, Centerville, president-elect; 
Dr. Frank G. Witherspoon, Nashville, secretary-treasurer; and 
Dr. Roy Money, Pulaski, to the Board of Trustees. 

Dr. R. R. Overman, University of Tennessee School of 
Medicine, Memphis, has been awarded a grant by the Na- 
tional Science Foundation to attend a meeting in Istanbul, 
Turkey. He will report on his research at the fifth Inter- 
national Congress on Tropical Diseases and Malaria. 

Dr. Clifford L. Walton, Timberlake Road, has been named 
radiologist at the Knoxville General Hospital. 


Dr. Preston C. McDow, Chattanooga, is associated with Dr. 
C. A. Clements with offices in the Hixson Hospital. 

Dr. Rebert M. Foote, Nashville, has opened an office for 
the practice of psychiatry, with special interest in the prob- 
lems of children. 

Portrait of Dr. F. Thos. Mitchell, chief of the Division of 
Pediatrics, University of Tennessee College of Medicine, 
Memphis, was presented on June 11 to the University and 
unveiled by Dr. Clyde Croswell and Dr. Barton Etter, local 
pediatricians and early associates of Dr. Mitchell. Funds for 
the portrait were contributed by Memphis pediatricians. It 
will be hung in the conference room of LeBonheur Chil- 
dren’s Hospital of which Dr. Mitchell is chief-of-staff. 

The Physicians and Surgeons Hospital, Cleveland, after 
twenty years’ operation as a general hospital, has been con- 
verted to an eye, ear, nose and throat clinic. 

Dr. William Hale, senior scientist and head of the De- 
partment of Bacteriology and Virology, Brookhaven National 
Laboratories, Long Island, New York, has joined the staff 
of the University of Tennessee Medical Units as professor of 
bacteriology. He will continue as a consultant to the Brook- 
haven Laboratories which are sponsored by the Atomic 
Energy Commission. 

A free, mass screening program for cervical cancer has 
been launched in Memphis which will increase earlier treat- 
ment of cervical cancer. The program is financed by the 
U. S. Public Health Service and staffed and equipped by the 
University of Tennessee School of Medicine and the Memphis 
Health Department, with Dr. C. C. Erickson, co-ordinator 
of the project. 


TEXAS 

Southwest Regional Cancer Conference will meet in Fort 
Worth, September 23-24. 

University of Texas Alumni Association has installed Dr. 
Tom M. Oliver, Waco, president; and elected Dr. Howard O. 
Smith, Marlin, president-elect; and Dr. Kleberg Eckhardt, 
Corpus Christi, vice-president. 


Continued on page 46 
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an improved approach to 
ideal hypotensive therapy 


Low toxicity. The only 


hypotensive drug that causes no dangerous reactions, 


and almost no unpleasant ones. 


Slow, smooth action. The hypotensive 

effect is more stable than with other agents. 

Critical adjustment of dosage is unnecessary. Tolerance 
to the hypotensive effect has not been reported. 


Well suited to patients with relatively mild, 
labile hypertension. A valuable adjunct to other agents 


in advanced hypertension. 


Bradycardia and mild sedation increase its value in most 
cases. Symptomatic improvement is usually marked. 


Convenient, safe to prescribe 


The usual starting dose is 2 tablets twice daily. 
If blood pressure does not begin to fall in 7 to 14 
days, and the medication is well tolerated, the 
dose may be safely increased. Should there be a 
complaint of excessive sleepiness, the dose 
should be reduced. Some patients are adequately 
maintained on as little as one tablet per day. 


Supplied in tablets of 50 mg., 
bottles of 100 and 1000. 


SQUIBB 


Dosage of other agents (veratrum or hydrala- 
zine) used in conjunction with Raudixin must 
be carefully adjusted to the response of the 
patient. If Raudixin is added to another main- 
tenance regimen, the usual dose is applicable, 
and it is often possible to reduce the dose of the 
other agent or agents. 


SQUIBB RAUWOLFIA SERPENTINA 
Tablets 


“RAUDIXIN’ IS A TRADEMARK 
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whe 


many respects 
THE SAFEST among the 


® lowers blood pressure by vasorelaxation independent 
of vagomotor effect 


® no ganglionic or adrenergic blocking 

®@ no danger of postural hypotension 

® cardiac output is not reduced 

® no compromise of renal function 

® cerebral blood flow not decreased 

® tolerance or sensitivity rarely develops 

® can be given over long periods without loss of efficacy 


now in a new and highly 
advantageous dosage form 


RAUWILOID + VERILOID 


The addition of Rauwiloid (1 mg.) to Veriloid 


OTHER DOSAGE (3 mg.) in one tablet presents unique advantages. 
FORMS Rauwiloid, a mild hypotensive producing virtually 

OF VERILOID no side actions, leads to desirable moderate brady- 
Veriloid cardia, a feeling. of calm tranquility, and rapid 

(plain) is available in 1, 2, remission of symptoms. It apparently potentiates 
and 3 mg. scored slow dis- the powerful hypotensive action of Veriloid, thus 


solving tablets. 


making it possible for the patient to obtain striking 


‘ sag red , reduction of blood pressure from lower doses of 
end ialieatataal 15 a: Veriloid, and with less likelihood of side actions. 
(% gr.) per tablet. Average dose, one tablet 3 times daily, ideally after 
Veriloid-VPM meals, at intervals of not less than 4 hours. 


adds mannitol hexanitrate 
10 mg. per tablet to the 
formula of Veriloid-VP. OR IKER LABORATORIES, 


8480 Beverly Boulevard, Los Angeles 48, California 
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Allen’s 
INVALID HOME CITY VIEW 


ESTABLISHED 1890 


MILLEDGEVILLE, GEORGIA SANITARIUM : | 


For the treatment of 


ne snecelygionede For the di is and treatment of 
MENTAL DISEASES or the diagnosis an a o 


nervous and mental disorders, and 


Grounds 600 Acres — Buildings, Brick addictions to alcohol and drugs. 


Fireproof — Comfortable — Convenient 
Site High and Healthful Established 1907 


E. W. ALLEN, M.D. H. D. ALLEN, M.D. 


NASHVILLE, TENNESSEE 


DEPARTMENT FOR MEN DEPARTMENT FOR WOMEN 


Terms Reasonable 


HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 


Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
in the Treatment of Addictions. 
Established in 1925 


Thoroughly modern in architecture and construction. Eight departments—affording proper classification of pa- 
tients. All outside rooms, attractively furnished. Several bathrooms and rooms with private bath on each 
floor. Also a spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above 
sea level, overlooking the city, and surrounded by an expanse of beautiful woodland. Ample provision made for 
diversion and helpful occupation. Adequate night and day nursing service maintained. 


James A. Becton, M.D., Physician-in-charge James Keene Ward, M.D., Associate Physician 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 
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Baylor University College of Medicine Alumni held a ban- 
quet recently honoring Dr. W. H. Moursund, retiring dean, 
presenting him with an engraved watch on behalf of the 
Alumni. The new officers elected are Dr. Frank Kidd, Dallas, 
president; Dr. R. Henry Harrison, Bryan, president-elect; 
Dr. R. G. McCorkle, Sr., San Antonio, first vice-president; 
Dr. Hannibal Jaworski, Waco, second vice-president; and Dr. 
. C. Haley, Houston, secretary-treasurer. 

Texas Heart Association has installed Dr. Joseph F. Mc- 
Veigh, Fort Worth, president; and elected Dr. George R. 
Herrmann, Galveston, president-elect; Dr. D. D. Warren, Waco, 
vice-president; and Dr. Douglas B. Marshall, Houston, chair- 
man of the board. 

Texas Chapter, American College of Chest Physicians at a 
recent meeting held in Houston elected Dr. Henry Hoskins, 
San Antonio, president; Dr. Howard E. Smith, Austin, first 
vice-president; Dr. Samuel Topperman, Tyler, second vice- 
president; and Dr. Walter C Brown, Corpus Christi, secretary- 
treasurer. 

Texas Diabetes Association has elected Dr. Raymond L. 
Gregory, Galveston, president; Dr. George M. Jones, Dallas, 
first vice-president; Dr. L. B. Reppert, San Antonio, second 
vice-president; and Dr. Edmond K. Doak, Houston, secretary- 
treasurer. 

Texas Society of Anesthesiologists has installed Dr. James 
B. Robinett, Jr., Houston, president; and elected Dr. Frank 
O. Barrett, El Paso, president-elect; Dr. Joe B. Wood, 
Dallas, vice-president; and Dr. Charles R. Allen, Galveston, 
secretary -treasurer. 

International Medical Assembly of Southwest Texas has 
installed Dr. Charles L. McGehee, president; and elected Dr. 
John H. Hinchey, president-elect; Dr. M. A. Childers and Dr. 
Adolph Urrutia, first and second vice-presidents; and Dr. 
John M. Smith, secretary-treasurer, all of San Antonio. 


Dr. Charles L. Martin, Dallas, was presented the annual 
Marchman Award for outstanding contributions to medical 
science at the Dallas Southern Clinical Society meeting. The 
award is named for Dr. Oscar Marchman, Sr., first president 
of the Dallas Southern Clinical Society. 


Medicai staff of Providence Memorial Hospital, El Paso, 
has begun publishing a bulletin quarterly which is being 
distributed to all physicians in the El Paso area and to 85 
hospitals throughout the nation. 


Texas Society of Gastroentecrologists and Proctologists has 
elected Dr. Cecil O. Patterson, president; Dr. Wade Harris, 
Houston, first vice-president; Dr. Edward Lefeber, Galveston, 
second vice-president: and Dr. William T. Arnold, Houston, 
secretary -treasurer. 


Texas Neuropsychiatric Association has elected Dr. James 
Blair, San Antonio, president; Dr. Stephen Weisz, Dallas, 
first vice-president; Dr. Edgar Ezell, Fort Worth, second vice- 
president; and Dr. John Otto, Galveston, secretary-treasurer. 


Texas Railway and Traumatic Surgical Association has 
elected Dr. William FE. Crump, Wichita Falls, president; Dr. 
Raleigh White, Temple, first vice-president; Dr. Albert Single- 
ton, IJr., second vice-president; and Dr. W. D. Marrs, Fort 
Worth, secretary-treasurer. 


Texas Orthopedic Association has elected Dr. Edward T. 
Smith, Houston, president; Dr. John Hinchey, San Antonio, 
vice-president; and Dr. Margaret Watkins, Dallas, secretary- 
treasurer. 


Texas Dermatological Association has elected Dr. Maurice 
Barnes, Waco, president; Dr. Duncan Stewart, Corpus 
Christi, vice-president; and Dr. T. L. Shields, Fort Worth, 
secretary, reelected. 
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VIRGINIA 


Virginia Society and the West Virginia Academy of 
Ophthalmology and Otolaryngology held a joint meeting at 
Homestead recently. Dr. Peter N. Pastore, Richmond, was jn. 
stalled president of the Virginia Society; and Dr. G. Slaughter 
Fitz-Hugh, Charlottesville, was elected president-elect: Dr, 
H. L. Mitchell, Lexington, vice-president; and Dr. L. Benja- 
min Sheppard, Richmond, secretary-treasurer. 

Neuropsychiatric Society of Virginia has elected Dr. Frank 
Strickler, president; Dr. Granville L. Jones, vice-president; 
and Dr. R. W. Garnett, Jr., secretary-treasurer. 

Dr. R. C. Longan, Richmond, has been elected president 
of the Memorial Guidance Clinic. Dr. Rex Blankinship and 
Dr. W. T. Thompson were reelected to the board of directors 
for a three-year term. 

A new Memorial Hospital was dedicated at Winchester re- 
cently. The hospital was first opened March 17, 1903 with 
36 beds and it now has 300 beds. 

Dr. Joseph E. Barrett, Williamsburg and Richmond, Com- 
missioner of Mental Hygiene and Hospitals for Virginia, has 
been chosen winner of the good government award of the 
Junior Chamber of Commerce for forward strides made in 
recent years by the State hospital system. The award is 
made annually to a Williamsburg citizen for outstanding con- 
tribution in the field of government. Dr. Weir Mitchell 
Tucker has been elected president of the Richmond Chapte- 
of the Mental Hygiene Society of Virginia. 


WEST VIRGINIA 


West Virginia Heart Association will hold its annual meet- 
ing in Charleston, November 6, as announced by the presi- 
dent, Dr. W. Fred Richmond, Beckley. 

Association of Pathologists of West Virginia recently held 
a meeting in Morgantown at which time the name was changed 
to West Virginia Association of Pathologists, and the group 
voted to ask for recognition by the West Virginia State Med- 
ical Association as a section instead of an affiliated society. 
Officers elected: Dr. M. L. Hobbs, Morgantown, president 
(reelected); Dr. E. E. Myers, Philippi, president-elect; and 
Dr. Richard C. Neale, Bluefield, secretary-treasurer. 

Dr. William R. Laird, founder and chief surgeon, Laird 
Memorial Hospital, Montgomery, has been awarded the hon- 
orary degree of Doctor of Humane Letters by the West Vir- 
ginia Wesleyan College. 

Dr. L. E. Neal, Clarksburg, succeeds Latelle M. LaFollette, 
Charleston, as president of the West Virginia University Alum- 
ni Association. 

West Virginia Chapter of the American College of Physi- 
cians held its annual regional meeting at the Greenbrier in 
White Sulphur Springs during the 86th annual meeting of 
the West Virginia State Medical Association. 

Former students of Dr. Gideon Stanhope Dodds, Morgan- 
town, who taught histology and embryology at the School of 
Medicine of West Virginia University from 1918 to 1951, are 
having his portrait painted to be hung in the new School 
of Medicine building when it is completed. The committee 
which handled this matter for the former students is composed 
of Dr. George R. Maxwell, Morgantown, chairman; Dr. Simon 
B. Chandler, Morgantown, treasurer; Dr. Clark K. Sleeth, 
Morgantown; Dr. Hu C. Myers, Philippi; Dr. Pat A. Tuck- 
willer, Charleston; and Dr. Edward J. Van Liere, Morgan- 
town, ex officio. 

Dr. John H. Burke, Elbert, has moved to Pageton, where 
he will continue in industrial practice. 


Continued on page 48 


Aminophyllin... 


a “most effective single agent 


for prompt relief” of severe 


bronchial asthma 


“useful as a peripheral vasodilator and 


myocardial stimulant”’ in 
pulmonary edema 
paroxysmal dyspnea 

of congestive heart failure 
Cheyne-Stokes respiration 


H. E. DUBIN LABORATORIES, INC. 


250 E. 43rd St. + New York 17, N.Y 
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soluble for 
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therapeutic 
effect. 
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APPALACHIAN HALL 


ASHEVILLE, NORTH CAROLINA 


An institution for rest, convalescence, the diagnosis and treatment of nerv- 
ous and mental disorders, alcohol and drug habituation. 


Appalachian Hall is located in Asheville, North Carolina. Asheville justly 
claims an unexcelled all year round climate for health and comfort. All 
natural curative agents are used, such as physiotherapy, occupational ther- 
apy, shock therapy, outdoor sports, horseback riding, etc. Five beautiful 
golf courses are available to patients. Ample facilities for classification of 
patients. Rooms single or en suite with every comfort and convenience. 


For rates and further information write 


Appalachian Hall, Asheville, N. C. 


Wm. Ray Griffin, M.D. M. A. Griffin, M.D. 


Saint Albans Sanatorium 


RADFORD, VIRGINIA 


100 bed private psychiatric hospital for the treatment of nervous and mental 
disorders, including alcoholism and addiction. 


James P. King, M.D. 
Director 


James K. Morrow, M.D. Thomas E. Painter, M.D. Daniel D. Chiles, M.D. 


James L. Chitwood, M.D. 
Medical Consultant 
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Continued from page 46 


Dr. Benjamin H. Reed, Jr., Pageton, has accepted a three- 
year residency in obstetrics and gynecology at the Toledo 
Hospital in Toledo, Ohio, and moved to that city July 1. 

Dr. Clarence A. Logue, Morgantown, recently released from 
the Service, has resumed general practice at Morgantown 
with offices at the Mile Ground Medical Center. 


Classified Advertisements 


FOR SALE—Well established practice in medicine and sur- 
gery in Atlanta; 120,000 histories, 5 examining rooms. $20,000. 
Academy of Medicine, 875 W. Peachtree Street, N. E., At- 


lanta, Georgia. 


WANTED—OB-GYN Board eligible graduate of top school 
to be associated with long established, 8-man group in cen- 
tral Missouri. 80-bed Hospital. Salary open. Partnership early. 
Reply to MB, c/o SMJ, stating full particulars in first letter. 
WANTED—Young graduate, top medical school, interested 
General Practice but with sufficient experience to do Ob- 
stetrics while obstetrician is in service. 8-man group, central 
Missouri. Salary open. Partnership after two years. 80-bed 
Hospital. Contact ZH, c/o SMJ, stating full particulars in first 
letter. 


WANTED—A Board eligible or certified Internist from one 
of best medical schools, fill vacancy in 8-man group in central 
Missouri town of 7,000. 80-bed Hospital. Practice from terri- 
tory with 75 mile radius. Salary open. Partnership after two 
years. Reply to WG, c/o SMJ, stating full particulars re self 
in first letter. 


FOR SALE—Location to an experienced Eye, Ear, Nose & 
Throat man in one of the best cities in Alabama. Town of 
about 35,000 population; industrial town with good payrolls. 
Good surrounding country. The only cost will be for inventory 
and assuming lease. Contact HT, c/o SMJ. 
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WAN TED—For October 1, Physician for Alabama State Men- 
tal Institution. Salary $6,600.00 to $7,800.00. Must be licensed, 
Write Dr. J. S. Tarwater, Superintendent The Bryce Hospital, 
Tuscaloosa, Alabama. 


FOR SALE—Government Surplus, Hospital, X-Ray and Med- 
ical Equipment. Very Rgasonable. A. H. Smullian & Company, 
P. O. Box 4867, Atlanta, Georgia. 


WANTED—Young General Practitioner to join group in a 
University town in the South. Two accredited Hospitals. Con- 
tact HP, c/o SMJ. 


THORACIC SURGEON—650-bed, fully accredited State Tu- 
berculosis Hospital with complete, modern facilities, located in 
Midwest, near city of 80,000 population has immediate open- 
ing for Surgeon who is Diplomate American Board and who 
is Board eligible or Diplomate American Thoracic Board, 
After established full-time work at hospital, later be able to 
do part-time work and establish private practice in nearby 
city which has excellent opportunity for thoracic surgeon. 
Salary $12,000 per annum. Reply ST, c/o SMJ. 


IN TERNIST—650-bed, fully accredited State Tuberculosis 
Hospital with complete, modern facilities, located in Midwest, 
near city of 80,000 population has immediate opening for in- 
ternist, eligible or Diplomate American Board. Salary $12,000 
per annum. Reply IM, c/o SMJ. 


STAFF PHYSICIAN—650-bed, fully accredited State Tubercu- 
losis Hospital, located in Midwest near city of 80,000 popula- 
tion has immediate opening for staff physicians who are 
graduates of American Medical Schools, who have finished an 
approved internship or who have finished an approved in- 
ternship and have had one or more years of experience in 
tuberculosis or chest diseases: Physician I Tuberculosis: start- 
ing salary $6,000 per annum to $9,000 per annum in $500 
steps (annually); Physician Il Tuberculosis: starting salary 
$7,000 per annum to $10,000 per annum in $500 steps (an- 
nually). Reply TS, c/o SMJ. 


St. Elizabeth’s Hospital 


Richmond 20, Virginia 


Staff 


Guy W. Horsley, M.D.. General Surgery and Gynecology 
D. Coleman Booker, M.D.............. 

General Surgery and Gynecology 

Urology 

Urology 

Internal Medicine 

Internal Medicine 

Internal Medicine 


Austin I. Dodson, M.D. 
Austin I. Dodson, Jr., M.D... 
Douglas G. Chapman, M.D... 
Elmer S. Robertson, M.D... 
T. E. Stanley, M.D... 


Fred M. Hodges, M.D. Roentgenology 
L. O. Snead, M.D. , Roentgenology 
Hunter B. Frischkorn, Jr., M.D. Roentgenology 


Helen Lorraine........ Medical Illustration 


Administration 


William Scott. . Business Manager 


School of Nursing 


The School of Nursing is affiliated with the Johns 
Hopkins Hospital School of Nursing for a three months’ 
course each in Pediatrics and Obstetrics, and with 
Tucker's Hospital in Richmond for a 12 weeks’ course 
in Psychiatry. 


Address: Superintendent of Nurses 


TUCKER HOSPITAL, INC. 


212 West Franklin St. (Corner of Madison) 
RICHMOND, VIRGINIA 


This is a private Hospital for the Neuro- 
logical practice of Drs. Beverly R. 
Tucker, Howard R. Masters and James 
Asa Shield. 


‘The Tucker Hospital is for the treat- 
ment of nervous and endocrine diseases. 
There are departments of massage, me- 
dicinal exercises, hydrotherapy and phys- 
iotherapy. The Hospital is large and 
bright, surrounded by a lawn and shady 
walks, large veranda and has a roof 
garden. It is situated in the best part of 
Richmond and is thoroughly and mod- 
ernly equipped. The nurses are specially 
trained in the care of nervous cases. 
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BRAWNER’S SANITARIUM 


ESTABLISHED 1910 


SMYRNA, GEORGIA 
(SUBURB OF ATLANTA) 


FOR THE TREATMENT OF 
PSYCHIATRIC ILLNESSES AND 
PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive Therapy, Recreational and Occupational 
Therapy 


Modern Facilities 
Custodial Care for a Limited Number of Elderly Patients at Monthly Rate 
Jas. N. Brawner, M.D. Jas. N. BRAwner, JR., M.D. ALBERT F. Brawner, M.D. 


MEDICAL DIRECTOR ASSISTANT DIRECTOR AND RESIDENT SUPERINTENDENT 
SUPERINTENDENT 


P. O. Box 218 Phone 5-4486 


THE WALLACE HOSPITAL 


W. R. WaLLace, Superintendent 
Memphis, Tennessee 


For the Diagnosis and Treatment of Nervous and Mental Diseases, 
Drug Addiction and Alcoholism. 
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Browne-M cHardy Clinic 


il: 


Diagnostic and Therapeutic et 
Facilities 


Internal Medicine and 
Gastroenterology 

Surgery 

Gynecology and Obstetrics 

Laboratory and Research 
Departments 

Urology 

Endoscopy 

Otolaryngology -Ophthalmology 

Neuropsychiatry 

Hotel facilities available 


3636 ST. CHARLES AVENUE 


Phone TYler 2376 e New Orleans, La. 


ESTABLISHED 1911 - 


WESTBROOK SANATORIUM “a 


eA private psychiatric hospital em- Staff PAULV. = MD. 
ploying modern diagnostic and treat- REX BLANKINSHIP, M.D. 
ment procedures—electro shock, in- Medical Director 


sulin, psychotherapy, occupational and 
recreational therapy—for nervous and THOMAS F. COATES, M.D. 
Associate 


mental disorders and problems of 


= R. H. CRYTZER, Administrator 
addiction. 


P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 


Brochure of Views of our 125-Acre Estate 
Sent on Request 
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CARROL TURNER SANATORIUM 
MEMPHIS, TENNESSEE, ROUTE 10, BOX 288 
For the Diagnosis and Treatment of Mental and Nervous Diseases 


Our convalescent home is lo- 
cated on the Sanatorium 


The home is especially de- 
signed and fitted for the 
care of elderly people. 


Located on the Raleigh-LeGrange Road, five miles east of the city limit 
—accessible to U. S. Highway 70 (Bristol Highway) 


Situated on a sixty-six acre tract of wooded land and rolling fields, the 
environment is conduc‘ve to amelioration of the symptoms of emo- 
tionally disturbed patients 

Modernly equipped with adequate facilities for physical and hydro- 
therapy, electroshock, and insulin therapy 


Special emphasis is laid on recreational and occupational therapy 


Adequate nursing personnel assures individual attention to each 
patient 


The main building and hospital department of the Sanatorium is 
shown above 


FAIRFIELD 
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Lactum 


“QUID Fon 


3 basic infant formula products 


For almost half a century, Mead Johnson & Company’s infant 
feeding products have had an incomparable background of 
clinical effectiveness and medical acceptance. 


Babies fed Mead’s formula products have been characterized 
by sturdy growth and low incidence of complications and 
feeding disturbances. 


Dextri-Maltose 


af 
The Preferred Carbohydrate Modiher 


olac plete Formula 


Mead’s Powder ed Com 


Lactum 


Mead’s Liquid Complete Formula 


MEAD JOHNSON & COMPANY «+ EVANSVILLE 21, INDIANA, U.S.A. 
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when you are challenged with— 


“But Doctor, can’t you make them eat?” 


specify _Tro p h ite , Bi2 plus B; 


to increase appetite and growth in below-par children 


Recommended daily dosage—only one teaspoonful (5 cc.) containing: 
25 mcg. Vitamin B,. and 10 mg. Vitamin B,. Delicious cherry flavor. 


*T.M. Reg. U.S. Pat. Off. Smith, Kline & French Laboratories, Philadelphia 
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moderates 
the menopause 


THEELIN 


\ pure crystalline estrogen of natural origin 


By promptly relieving symptoms and im- 
parting a characteristic sense of well- 
being, THEELIN has helped minimize the 
distress of the menopause for hundreds of 
thousands of women. The first estrogen to 
be isolated in pure crystalline form and 
the first to attain clinica] importance, 
THEELIN has, moreover, demonstrated a 
most notable freedom from side effects. 


Available as THEELIN IN OIL — for rapid estrogenic effect 
and — as THEELIN AQUEOUS SUSPENSION — for more pro- 
longed action—THEELIN facilitates individualized treatment 
schedules. And for greater economy, both THEELIN IN OIL 
and THEELIN AQUEOUS SUSPENSION are available in mul- 
tiple-dose Steri-Vials® as well as in ampoules. Each mg. of 
THEELIN represents 10,000 international units of ketohy- 
droxyestratriene. 


THEELIN AQUEOUS SUSPENSION | THEELIN IN OIL 


Ampoules 
1-cc. ampoules of 1 mg. (10,000 L.U. 
1-ce. ampoules of 2 mg. (20,000 1.U. 
1-ce. ampoules of 5 mg. (50,000 1.U. 


Steri-Vials 
10-ce. vials of 2 mg. (20,000 I.U.) per ce. 
5-ce. vials of 5 mg. (50,000 I.U.) per ce. 
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Ampoules 
l-cc. ampoules of 0.2 mg. (2,000 I.U.) 
l-ce. ampoules of 0.5 mg. (5,000 1.U.) 
1-ce. ampoules of 1 mg. (10,000 L.U.) 
Steri-Vials 
10-ce. vials of 1 mg. (10,000 I.U.) per ce. 


Suche. Devise Com 


MICHIGAN 
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